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The  purpose  of  this  study  was  to  test  the  hypotheses  that  a) 
womenjid^^itjthe  DSM-III  criteria  for  the  syndrome  of  bulimia  are 
more  disturbed  than  those  v^o  have  no  eating  problems;  b)  women 
with  the  syndrome  of  bulimia  have  more  intrapersonal  and  interper- 
sonal difficulties  than  do  women  v^o  have  only  the  syirptom  of 
bulimia  (binge  eating) ;  c)  women  v^o  have  the  syitptom  of  bulimia 
are  more  preoccupied  with  thinness^,  have  more  problems  with 
controlling  their  eating  and  have  a  more  negative  body  iinaq^"^  than 
those  yjho  have  no  eating  problan;  and  d)  those  with  the  syndrome 
of  bulimia  v*io  purge  using  laxatives,  vomiting  or  spitting  out 
food  (purging  bulimics)  have  more  intrapersonal  and  interpersonal 
difficulties  than  those  with  the  syndrome  v^o  do  not  purge  (non- 
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purging  bulimics) .  These  hypotheses  were  tested  using  the  Eating 
Disorder  Inventory  (EDI)  and  the  Conte  Borderline  Syndrome  Index 
(CBSI)  with  a  randomly  selected  group  of  college  women  frcm  a 
nonclinical  population.  Another  instrument,  the  Self-Other 
Dif ferentation  Instrument  was  developed  by  the  author  and  inclioded 
as  an  ejqjloratory  measure  in  this  stuc^. 

Partial  si^jport  was  found  for  the  first  three  hypotheses. 
The  bulimic  syndrome  groi^j  (purging  and  noipurging  bulimics 
combined)  had  greater  preoccupation  with  thinness,  greater  body 
dissatisfaction,  more  conpulsive  eating,  more  confusion  of  emo- 
tional and  hunger/satiety  cues,  and  more  borderline  personality 
featiores  than  either  the  syrtptom  or  control  groi:5)s.  The  bulimic 
syndrome  group  also  had  greater  feelings  of  ineffectiveness  than 
the  control  groi:?).  The  syirptom  (binge  eating)  groi;^)  had  greater 
preoccupation  with  dieting  and  greater  body  dissatisfaction  than 
the  control  group.  While  the  hypothesized  differences  between  the 
purging  and  nonpurging  bulimic  groi:ps  were  not  confirmed,  other 
unhypothesized  differences  were  found  vMch  suggested  that  purging 
bulimics  are  more  disturbed  than  nonpurging  bulimics.  The  iirpli- 
cations  of  the  results  for  research  and  treatment  are  discussed 
and  a  continuum  is  presented  to  describe  the  syrrptoms  associated 
with  the  worsening  of  disordered  eating  patterns. 


CHAPIER  I 
INTRODQCriON 


The  term  bulimia  (from  the  Greek,  "ox  appetite")  is  iised  to 
refer  to  both  a  syirptom  and  a  psychiatric  syndrome  of  disordered 
eating  found  primarily  in  young  V\*iite  females.  The  symptom  of 
bulimia  (also  called  binge  eating,  conpulsive  eating,  or  gorging)  is 
characterized  by  the  rapid  consunption  of  large  quantities  of  food 
in  a  relatively  short  period  of  time.  The  bulimic  syndrome  is  a 
pattern  of  episodes  of  binge  eating  followed  by  methods  \:ised  to 
conpensate  not  only  for  the  binge  calories  but  also  for  the  guilt, 
depression,  and  feelings  of  loss  of  self-control.  The  measures  most 
frequently  used  to  corrpensate  for  thebinge  iiiclude  piorging  (self- 
induced  vomiting,  laxative  or  enema  abuse) ,  restricting  (fasting  or 
restrictive  dieting) ,  and  excessive,  coirpulsive  exercise.   Bulimia 
was  first  given  status  eis  a  psychiatric  syndrome  with  the  1980 
publication  of  the  DSM-III  (American  Psychiatric  Association,  1980) . 
"^  Since  then  there  bai=;  be^g^a  proliferation  of  scientific  and  popular 
V  literature  written  on  the  subject.  Demands  for  treatment  of  bulimia 
>*-  have  risen  sharply  in  "the  last  decade.  Although  the  mental,  emo- 
tional, and  physical  conplications  of  the  bulimic  syndrome  are  less 
life-threatening  than  those  of  its  close  relative,  anorexia  nervosa, 
the  incidence  of  bulimia  in  young  women  is  estimated  to  be  nearly 
ten  times  that  of  anorexia  (American  Psychiatric  Association,  1980) . 
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While  bulimia  has  had  official  status  as  a  psychiatric  syndrome 
only  five  years,  it  has  appeared  throughout  the  past  centucy  in  the 
medical  and  psychiatric  literature  as  a  syitptom  in  both  anorexic  and 
cbese  patients  (Casper,  1983) .  Although  the  number  of  reports  of 
binge  eating  in  normal  wei^t  women  increased  during  the  1950 's  and 
60 's,  bulimic  syicptoms  were  seen  primarily  as  an  extension  of  the 
anorexia  nervosa  syndrome.  In  1959  Stunkard  identified  "binge 
eating"  as  a  disturbed  eating  pattern  characteristic  of  obese 
patients.  Bruch  (1974)  made  one  of  the  first  atteitpts  to  identify 
binge  eating  and  vomiting  as  a  pattern  in  her  nonnal  weight  pa- 
tients. She  named  it  the  "thin  fat  person  syndrome"  and  described 
it  as  a  cycle  of  binging  and  self-induced  vomiting  or  starving 
accorrpanied  by  preoccupations  with  wei^t  and  food.  Boskind-Lodahl 
(1976)  subsequently  coined  the  term  "bulimarexia"  to  refer  to  an 
eating  disorder  of  gorging  and  purging  and/or  fasting  separate  from 
anorexia  and  commonly  found  in  normal  or  near  normal  weight  women. 
She  cited  the  sociocultural  pressures  to  achieve  perfection  throu^ 
thinness  as  responsible  for  the  increasing  development  of  bulimarex- 
ia among  young  women. 

A  number  of  studies  have  reported  a  rise  in  the  past  decade  in 
■^;  the  incidence  of^  baliinia  in  both  clinical  (patients/clients)  and 
nonclinical  populations  of  normal  weight  or  overweight  (nonobese) 
women  (Boskind-Lodahl  and  White,  1978;  Casper,  1983;  Fairbum  and  ^ 
Cooper,  1983;  Halmi,  Falk  and  Schwartz,  1981;  Johnson,  Lewis  and 
Love,  1984(b);  Mitchell  and  Pyle,  1982;  Pyle,  Mitchell,  Eckert, 
Halverson,  Neuman,  and  Goff,  1983;  Sinoway,  1983;  Stangler  and 
Printz,  1980).   While  reviews  of__the.  literature  (Casper,  1983; 
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Halmi,  1983;  Johnson,  Lewis,  and  Hagnvan,  1984(a);  Mitchell  and  Pyle, 
1982)  cite  several  inconsistencies  in  the  criteria  iised  to  determine 
the  incidence  of  bulimia,  the  most  conservative  estimate  of  diagnos- 
able  bulimia  in  the  general  female  population  16-25  years  of  age  is 
5%  (Johnson  et  al . ,  1984a) . 

Ihe  syndrome  of  bulimia  is  reportedly  a  significant  problem 
among  women  in  college,  with  incidence  reports  ranging  from  7.8% 
(Pyle  et  al.,  1983)  to  19%  (Halmi  et  al . ,  1981).  The  "typical" 


bulimic  woman  is  college  educated,  perfectionistic,  self-critical 
and  ccmes  frxan  a  family  with  high  achievement  expectations  (Hazard, 
1984;  Johnson  et  al.,  1984a).  Bulimic  symptoms  are  reported  by  as I?' 
many  as  47%  of  college  women  (Sinoway,  1983).  Related  problems  such 
as  chronic  restrictive  dieting,  negative  body  image,  and  chronic 
wei^t  preoccupation  are  all  commonly  found  among  college  women 
(Boskind-Lodahl  and  Sirlin,  1977;  Carter  and  Moss,  1984;  Gamer, 
Olmstead  and  Garfinkel,  1983;  Nagelberg,  Hale,  and  Ware,  1984).  It 
is  clear  that  there  exists  anpng  college  women  a_spectxum  of  prob- 
lems with  eating  and  weight  ranging  in  severity  from  occasional 
binging  and  body  image_conc^TTS  to  a  syndrome  of  frequent  binging 
and  purging  or  restricting.  In  addition  there  is  evidence  of 
subgroi:5)s  within  the  syndrome  of  bulimia  vdaich  are  thought  to  differ 
along  behavioral  and  psychological  continua  (Johnson  et  al., 
1984(a);  Lacey,  1982;  Nagelberg  et  al.  1984;  Sinoway,  1983). 

Statement  of  the  Problem 
The  present  study  first  investigates  the  differences  among 
those  v*io  have  no  identified  eating  problem  (normal  eaters) ,  those 
vho  only  have  the  syirptom  of  bulimia  (binge  eating) ,  and  those  with 
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the  syndrome  of  bulimia  (a  pattern  of  binge  eating  followed  by  some 
method  of  compensatorY  wei^t  control) .  Second,  this  study  address- 
es the  issue  of  sub-types  in  the  syndrome  of  bulimia.  Specifically 
the  present  study  separates  those  with  the  DSM-III  syndrome  of 
bulimia  into  two  subgroi:ps,  purging  bulimics  (those  v^o  purge  by 
vcmiting,  using  laxatives,  or  spitting  food  out)  and  noipurging 
bulimics  (those  v4io  do  not  purge) .  The  behavioral  and  psychological 
characteristics  of  these  two  subgroups  are  compared  to  each  other, 
to  those  v*io  have  the  syirptom  of  bulimia  (binge  eaters) ,  and  to 
normal  eaters.  In  addition,  this  stuc3y  is  the  only  large-scale 
epidemiological  study  of  female  college  students  viiich  systematical- 
ly randomized  its  sample,  and  so  will  provide  useful  information 
about  a  variety  of  eating  disorderd  behaviors  and  wei^t  control        ''4 
habits  of  college  women.  ' 

Iirportance  of  the  Problem 
The  recent  rise  in  concern  over  the  prevalence  of  bulimia  is 
reflected  in  the  increased  coverage  of  the  subject  in  the  popular 
and  professional  literature,  as  well  as  the  increased  number  of 
self-help  organizations  and  inpatient  and  outpatient  treatment 
programs.  Because  the  identification  of  bulimia  as  a  clinical 
syndrome  is  relatively  new,  there  are  gaps  in  knowledge  about  its 
etiology,  epidemiology,  treatment  and  prognosis.  There  remain 
inconsistencies  in  and  controversies  over  the  terminology  and 
criteria  used  to  identify  bulimia.  Some  have  suggested  that  the 
problems  in  classifying  bulimia  have  contributed  to  the  sensation- 
alization  and/or  the  overidentification  of  bulimia  in  the  college  ^ 
population  (Carter  and  Moss,  1984;  Johnson  et  al.,  1984(a); 


Nagelberg  et  al.,  1984).  Many  authors  have  cited  the  need  for 
research  that  would  provide  information  leading  to  greater  accuracy 
and  consistency  in  the  description  and  classification  of  bulimia 
(Abraham  and  Beumont,  1982;  Gamer,  Olmstead,  and  Garfinkel, 
1983(a);  Grdh,  1984;  Halmi,  1983;  Katzman  and  Wolchik,  1984; 
Lepkowsk/,  1983;  Mitchell,  Hatsukami,  Eckert  and  Pyle,  1985; 
Mitchell  and  Pyle,  1982;  Sinoway,  1983). 

It  is  the  intention  of  the  present  stucSy  to  provide  information 
that  will  further  the  development  of  meaningful  psychological  and 
behavioral  descriptions  of  bulimia  in  a  female  college  population. 
Delineating  the  significant  psychological  characteristics  of  syitptom 
and  syndrome  grot^js  will  facilitate  the  development  of  appropriate 
treatment  plans.  In  addition,  the  present  study  extends  the  current 
research  by  a)  studying  bulimic  syitptom  and  syndrone  groups  from  a 
large,  randomly  chosen  nonclinical  sample;  b)  adding  to  the  studies 
(Katzman  and  Wolchik,  1984;  Nagelberg  et  al.,  1984;  Pyle  et  al., 
1983;  Sinoway,  1983)  vMch  have  compared  groups  of  binge  eaters  and 
binge-purgers;  and  c)  adding  to  the  information  provided  by  the  one 
study  (Sinoway,  1983)  v^iich  investigated  the  differences  between 
binge-f asters  and  binge-purgers  in  a  nonclinical  sairple. 


CHAPTER  II 
REVIEW  OF  THE  LITERATURE 


In  the  following  section,  the  literature  will  be  reviewed  on 
the  following  tcpics: 

1.  The  definition  and  classification  of  bulimia,  with  special 
attention  to  the  confusion  and  controversy  around  the  syirptom 
and  the  syndrome,  the  DSM-III  criteria,  the  criteria  used  to 
identify  bulimia  in  research,  and  the  identification  of  sub- 
groups within  the  bulimic  syndrome; 

2.  The  incidence  and  parameters  of  bulimic  syirptoms  within  the 
obese  population; 

3.  The  incidence  and  parameters  of  bulimic  symptoms  within  the 
anorexic  population; 

4.  The  incidence  and  parameters  of  bulimic  syirptoms  within  the 
normal  wei^t  population;  and 

5.  The  bulimic  syndrome  in  the  normal  wei^t  population,  including 
the  incidence  rate,  demographic,  family  and  psychological 
profiles,  and  weight  and  syitptom  history  description. 

Unless  otherwise  indicated,  one  may  assume  subjects  used  in 
reviewed  studies  were  wonen. 

Defining  and  Classifying  Bulimia 

There  has  been  a  good  deal  of  confusion  in  the  professional 
literature  surrounding  the  terminology  and  criteria  used  to  identi- 
fy, classify  and  diagnose  bulimia  as  a  syirptom  and  a  syndrome.  The 


term  bulimia  first  appeared  in  literatxire  vMch  reported  syirptoms  of 
binging  in  anorexic  patients  (Beumont,  George,  and  Smart,  1976; 
Casper,  Eckert,  Halmi,  Goldberg,  and  Davis,  1980;  Garfinkel, 
Mbldofsky  and  Gamer,  1980;  Russell,  1979;  Vandereycken  and 
Pierloot,  1983) .  Numerous  other  terms  have  been  used  since  to 
describe  either  the  syitptom  or  the  syndrome,  or  both.  The  synptom 
of  bulimia  has  been  referred  to  as  "binge  eating"  or  "coirpxLsive 
eating"  (Abraham  and  Beimiont,  1982;  Dunn  and  Qndercin,  1981;  Haljtii 
et  al.,  1981;  Hawkins  and  Clement,  1980;  Katzman  and  Wolchik,  1984; 
Mitchell  et  al.,  1981;  Ondercin,  1979;  Warxile  and  Beinart,  1981; 
Wolf  and  Crowther,  1983) .  Some  authors,  however,  use  either  "binge 
eating"  or  "compulsive  eating"  to  refer  to  both  a  syirptom  and  a 
syndrome  (Dunn  and  Ondercin,  1981;  Ondercin,  1979;  Wardle  and 
Beinart,  1981;  Wermuth,  Davis,  Hollister,  and  Stunkard,  1977) .  The 
syndrome  has  been  called  "bulimia  nervosa"  (Allerdis,  Florin  and 
Rose,  1981;  Carter  and  Moss,  1984;  Casper,  1983;  Fairbum  and 
Cooper,  1982,  1983;  Russell,  1979),  "bulimarexia"  (Boskind-Lodahl 
and  White,  1978) ,  "dsyorexia"  (Guiora,  1967) ;  and  "the  dietary  chaos 
syndrome"  (Palmer,  1979) .  Althou^  the  terms  vary,  the  syndrome 
named  is  always  described  as  a  pattern  of  binge  eating  accoirpanied 
by  some  combination  of  purging,  fasting,  or  excessive  exercise  and 
dieting.  Some  authors  include  as  necessary  syndrome  criteria  low 
self-esteem  (Boskind-Lodahl  and  White,  1978)  and  a  preoccupation 
with  wei^it  and  food  (Palmer,  1979) . 

Halmi  (1983)  presented  four  reasons  to  classify  clinical 
syndromes:  1)  to  eillow  clinicians  to  ccanmunicate  about  clinical 
phenomena;  2)  to  conduct  and  replicate  research  on  clinical  phencme- 
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na;  3)  to  elucicaate  clinical  phenomena  and  allow  classification  to 
be  revised,  deleted,  or  otherwise  changed;  and  4)  to  properly  design 
and  eval\aate  treatment.  Diagnostic  accuracy  in  researxdi  and  treat- 
ment is  assured  only  by  the  establishment  of  criteria  vMch  ade- 
quately describe  the  clinical  syndrome. 

The  diagnostic  criteria  listed  in  the  DSM-III  to  classify  the 
syndroone  of  bulimia  are  as  follows: 

1.  Recurrent  episodes  of  binge  eating  (rapid  consuirption  of  a 
large  amount  of  food  in  a  discrete  period  of  time,  usually  less 
than  two  hours) ; 

2.  At  least  three  of  the  following: 

a.  consuitption  of  hi^-caloric,  easily  ingested  food  during  a 
binge 

b.  inconspicuous  eating  during  a  binge 

c.  termination  of  such  eating  episodes  by  abdominal  pain, 
sleep,  social  interruption,  or  self-induced  vomiting 

d.  repeated  atteirpts  to  lose  weight  by  severely  restrictive 
diets,  self-induced  vomiting,  or  use  of  cathartics  and/or 
diuretics 

e.  frequent  wei^t  fluctuations  greater  than  ten  pounds  due 
to  alternating  binges  and  fasts 

3.  Awareness  that  the  eating  pattern  is  abnormal  and  fear  of  not 
being  able  to  stop  eating  voluntarily; 

4.  Depressed  mood  and  self-deprecating  thoughts  following  eating 
binges; 


5.   Bulimic  episodes  are  not  due  to  anorexia  nervosa  or  any  known 

physical  disorder  (American  PsycMatric  Association,  1980,  p. 

71). 

Several  authors  have  cited  prcsblems  with  the  DSM-III  criteria. 
Halmi  (1983)  notes  that  the  criteria  were  written  before  there  was 
information  on  demographic  valuables  or  on  the  course  or  prognosis 
of  the  syndrome.  The  criterion  excluding  bulimic  anorexics  from  the 
diagnostic  category  has  been  questioned,  especially  in  light  of 
evidence  that  they  may  be  more  similar  to  normal  weight  bulimics 
than  to  restricting  anorexics  (Gamer  et  al.,  1985a) .  Many  studies 
have  suggested  the  addition  of  criteria  of  frequency  and/or  severity 
of  binging/purging/restricting  syitptoms  to  better  identify  clinical- 
ly significant  levels  of  bulimia  (Gamer  et  al.,  1983;  Groh,  1984; 
Johnson  et  al.,  1984(a);  Mitchell  et  al,  1985;  Nagelberg  et  al., 
1984;  Sinoway,  1983).   Halmi  (1983)  and  others  (Johnson  et  al., 
1982;  Lepkowsky,  1983;  Weiss  and  Ebert,  1983)  have  warned  against 
assuming  the  bulimic  syndrome  is  homogeneous  with  respect  to  psycho- 
pathology  and  severity  of  the  illness.  Studies  using  the  DSM-III 
criteria,  however,  have  supported  the  syitptom-syndrame  distinction 
and  the  validity  of  establishing  the  bulimic  syndrome  as  a  separate 
diagnostic  category  (Halmi  et  al.,  1981;  Hazard,  1983;  Katzman  and 
Wolchik,  1984;  Mitchell  et  al.,  1985;  Sinoway,  1983;  Weiss  and 
Ebert,  1983). 

The  criteria  vised  in  research  to  identify  either  the  bulimic 
syndrome  or  bulimic  syrrptoms  have  varied,  even  with  the  introduction 
of  the  DSM-III  diagnostic  category.  The  use  of  a  variety  of  crite- 
ria has  made  reports  of  incidence  rates  difficult  to  interpret. 
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Most  investigations  of  the  incidence  and  parameters  of  the  syndrome 
(Allerdis  et  al.,  1981;  Fairbum  and  Cooper,  1983;  Halmi  et  al., 
1981;  Johnson  et  al.,  1984(b);  Johnson  et  al.,  1982;  Katzman  and 
Wolchik,  1984;  Mitchell  et  al.,  1985;  Pyle  et  al.,  1983);  or  the 
synptoms  (iXinn  and  Ondercin,  1981;  Hawkins  and  Clement,  1980; 
Ondercin,  1979;  Wolf  and  Crowther,  1984)  have  eitplqyed  self-report 
questionnaires.  A  few  have  used  interviews  or  both  interviews  and 
questionnaires  to  identify  individuals  with  the  bulimic  syndrome 
(Carter  and  Moss,  1984;  Gamer  et  al.,  1985(a) ;  Nagelberg  et  al., 
1984;  Pyle  et  al.,  1982;  Russell,  1979;  Stangler  and  Printz,  1980; 
Weiss  and  Ebert,  1983) .   While  interviews  generally  produce  lower 
rates  of  incidence  of  the  syndrome,  it  is  possible  that  the  confi- 
dentiality of  the  questionnaire  affords  subjects  more  room  to 
accurately  self-disclose  without  fear  of  embarrassment  (Nagelberg  et 
al.,  1984).  The  most  rigorous  definitions  of  the  bulimic  syndrome 
have  used  a  modified  DSM-III  diagnosis,  including  criteria  for  binge 
amount  and/or  frequency;  and/or  frequency  of  compensation  methods; 
and/or  frequency  of  weight  fluctuations  (Johnson  et  al.,  1982; 
Katzman  and  Wolchik,  1984;  Mitchell  etal.,  1985).  It  has  become 
evident,  however,  that  the  amount  or  type  of  food  eaten  is  not  as 
salient  to  the  definition  of  a  binge  as  are  the  feelings  of  guilt 
and  loss  of  self-control  (Johnson  et  al.,  1985;  Warxile  and  Beinart, 
1981) .  The  presence  of  binge  eating  as  a  single  synptom  or  as  part 
of  the  syndrome  is  generally  identified  by  endorsement  of  questions 
such  as  "Do  you  ever  engage  in  periods  of  uncontrolled  excessive 
eating  commonly  called  binge  eating  or  binging?"   (Hawkins  and 
Clement,  1980;  Wolf  and  Crowther,  1983),  or  "Do  you  frequently 
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consume  large  amounts  of  food  in  a  short  period  of  time  other  than 

meals?"  (Katzman  and  Wolchik,  1984) . 

The  definition  and  classification  of  bulimia  as  a  syirptom  and 

as  a  syndrome  is  in  its  infancy.  While  early  reseaixiiers  have 

concentrated  on  siirply  describing  syirptomatic  behaviors  and  their 

psychological  concomitants,  current  and  future  research  must  address 

the  coirplex  task  of  refining  the  diagnostic  criteria  for  bulimia. 

Differentiating  clinical  and  subclinical  levels  of  severity  of 

pathology,  determining  the  appropriateness  of  the  exclxjsion  of 

bulimic  anorexics,  and  identi:^ing  subgroups  within  the  syndrome, 

are  but  a  few  of  the  tasks  facing  those  stxocJ^ing  and  treating 

biiLimia. 

Incidence  and  Parameters  of  Bulimic  Symptoms  (Binge  Eating) 

in  the  Obese 

Ihe  study  of  obesity  has  frequently  searched  for  psychological 
or  eating  disturbances  to  "explain"  the  "caioses"  of  obesity. 
Reviews  of  the  research  (Wardle  and  Beinart,  1981;  Wooley,  Wooley, 
and  pyrenforth,  1979)  report  no  consistent  psychological,  emotional, 
or  eating  pattern  differences  in  obese  and  other  populations.  Binge 
eating  patterns  have  been  found,  however,  in  a  proportion  of  over- 
weight and  obese  individuals. 

Stunkard  (1959)  first  used  the  term  binge  eating  to  refer  to  an 
eating  pattern  he  observed  in  three  of  40  obese  individuals  in  a 
treatment  clinic.  He  described  the  binges  as  periods  of  "orgiastic" 
eating  vMch  occurred  imder  stress  but  with  no  apparent  regularity. 
A  similar  report  from  Hamburger  (1951)  on  18  obese  patients  found 
binge  eating  episodes  were  triggered  by  the  act  of  eating  itself,  as 
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if  the  patients  were  acadic±ed  to  food.  Komhaber  (1970)  described  a 
"stuffing  syndrome"  of  binge  eating,  depression,  and  withdrawal  in 
obese  patients.  Komhaber  theorized  that  the  binge  eating  was 
triggered  by  the  deterioration  of  the  patient's  defense  itiechanisins 
under  stress.  Studies  have  found  no  significant  differences  between 
the  obese  and  nondbese  in  the  type  of  triggers  or  amount  of  food 
eaten  in  a  binge,  nor  in  the  frequency,  duration,  or  emotional 
consequences  of  binge  eating  (Gormally,  Black,  Daston,  and  Rardin, 
1982;  Loro  and  Orleans,  1981;  Polivy  and  Herman,  1985;  Spencer  and 
Fremouw,  1979;  Wardle  and  Beinart,  1981;  Wennuth  et  al.,  1977;  Wolf 
and  Crcwther,  1983) . 

Two  studies  of  the  incidence  and  severity  of  binge  eating  in 
those  seeking  treatment  for  obesity  (Gormally  et  al.,  1982;  Loro  and 
Orleans,  1981)  have  reported  at  least  20%  of  such  individuals  do  not 
binge.  Neither  stucfy  found  any  correlation  between  degree  of 
obesity  and  binge  eating  severity.  Gormally  et  al.  (1982)  found  of 
112  male  and  female  patients  55%  were  jxodged  to  have  moderate 
prc±>lems  with  binging  and  23%  had  severe  binging  problems.  Of  280 
participants  in  a  wei^t  loss  program  at  Duke  University,  Loro  and 
Orleans  (1981)  found  28.6%  binged  at  least  twice  per  week  and  22.1% 
binged  once  per  week.  The  two  studies  related  severity  of  binging 
to  early  onset  of  obesity  (Loro  and  Orleans,  1981)  and  to  feelings 
of  lack  of  self-control,  guilt  and  self-hate  (Gormally  et  al., 
1982).  In  addition,  other  studies  (Spencer  and  Fremouw,  1979;  Wolf 
and  Crowther,  1983)  have  linked  severity  of  binge  eating  not  to 
wei^t  classification  but  to  degree  of  conscious  restraint  exerted 
over  eating. 
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In  summary,  the  study  of  binge  eating  in  the  obese  population 
has  found  binging  to  be  imrelated  to  degree  of  overweii^t,  to  be 
similar  to  nonobese  in  the  frequency,  duration  and  amount  of  food 
per  binge,  and  to  have  triggers  and  emotional  consequences  similar 
to  those  in  the  nonobese.  Once  thought  to  be  the  characteristic 
eating  pattern  and  main  cavise  of  obesity,  it  is  clear  that  binge 
eating  is  a  caramon  pattern  found  across  weight  classifications. 
y.      Incidence  and  Parameters  of  Bulimic  Symptoms  in  Anorexia  Nervosa 

Bulimic  symptoms  have  been  reported  frequently  in  the  litera- 
ture on  anorexia  nervosa  patients.  Binge  eating  was  found  in  25%  of 
patients  seen  by  Bruch  (1973) ,  47%  of  hospitalized  patients  studied 
by  Casper  et  al.  (1980) ,  and  in  48%  of  patient  histories  studied  by 
Garfinkel,  Moldofsky,  and  Gamer  (1980) .  The  variability  of  fre- 
quencies may  be  attributed  to  diagnostic  differences  across  studies 
or  to  the  anorexics'  reluctance  to  acknowledge  such  a  loss  of 
self-control,  or  to  the  tendency  of  more  current  researchers  to 
elicit  specific  information  about  binging  and  vomiting  (WarxiLe  and 
Beinart,  1981) . 

Binge-eating  in  anorexia,  unlike  that  of  obesity,  is  followed 
by  condensation  methods  of  restricting,  purging,  and/or  exercising. 
Several  studies  have  investigated  the  characteristics  of  anorexics 
vAio  exhibit  symptoms  of  bulimia,  including  binge  eating  and  the  use 
of  vomiting  or  purging  to  corrpensate.  Beumont  et  al.  (1976)  cxssr- 
pared  the  histories  of  anorexic  patients  v*io  restricted  intake  to 
lose  wei(^t  ("dieters")  with  patients  vdio  relied  primarily  on 
vomiting  and  laxative  abuse  to  lose  ("vomiter/purgers") .  The 
dieters  were  significantly  more  introverted  and  less  sexually 
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experienced,  had  a  lower  rate  of  premorbid  obesity  and  had  a  better 
prognosis  than  the  vamiter/purgers.  The  rate  of  binging  was 
markedly  different,  with  43%  of  purgers  reporting  binge  eating 
conpared  to  only  18%  of  the  dieters. 

Russell  (1979)  studied  the  histories  of  30  patients  v*io  binged 
and  purged,  of  vAiicii  26  had  met  a  true  or  cryptic  diagnosis  of 
anorexia.  He  conpared  them  with  30  "true"  anorexics  without  bulimic 
syonptoms.  The  30  binge/vomiters,  v^iose  illness  Russell  called 
"bulijnia  nervosa,"  were  on  the  average  heavier,  more  sexually 
active,  more  acutely  depressed  and  more  regular  in  their  menstrual 
periods.  Russell  found  binging  was  triggered  by  emotional  distress 
and/or  by  ingestion  of  "forbidden"  foods.  Prognosis  was  worse  for 
the  vomiter/purger  group  than  the  "true  anorexic"  group,  and  thera- 
peutic attempts  to  encourage  weii^t  gain  were  ineffective  as  were 
attempts  to  relieve  the  "powerful,  intractable"  urges  to  binge. 

Problems  with  inpulse  control,  including  drug  abuse,  suicidal 
behavior,  and  kleptomania,  have  been  found  more  frequently  in 
anorexics  with  bulimic  symptoms  (Casper  et  al.,  1980;  Garfinkel  et 
al.,  1980;  Gamer  et  al.,  1985(a);  Strdber,  Salkin,  Burroughs,  and 
Morrell,  1982;  Vandereycken  and  Pierloot,  1983).  Casper  et  al., 
(1980) ,  in  a  study  of  105  hospitalized  anorexics,  found  those  v*io 
binged  daily  had  elevated  scores  on  the  MMPI  schizcphrenia,  psycho- 
pathic deviate,  paranoia,  depression  and  psychasthenia  scales. 
Gamer  et  al.  (1985a)  conpared  three  groups  of  patients:  59  anor- 
exics and  59  bulimics  with  conparably  severe  bulimic  symptoms  and  59 
restricting  anorexics.  Ihe  two  bulimic  groups  evidenced  a  similar 
pattern  of  inpulse  dyscontrol  and  labile  moods  viiich  was  signif  i- 
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cantly  different  from  the  pattern  of  restricting  anorexics.   In 

acJdition,  both  bulimic  groups  had  a  greater  personal  and  familial 

predisposition  to  obesity  than  did  the  restricting  group. 

In  conclusion,  there  exist  in  the  group  of  patients  with 

anorexia  nervosa  significant  differences  between  those  vAio  only 

restrict,  and  those  v*io  binge  and/or  purge.  There  are  authors  v*io 

have  proposed  that  the  diagnostic  distinction  of  anorexia  and 

bulimia  is  not  entirely  accurate;  many  patients  fulfill  both  sets  of 

criteria  within  the  course  of  their  illness  (Casper  et  al.,  1980; 

Gamer  et  al.,  1985 (a) ;  Holmgren  et  al.,  1983;  Russell,  1979; 

Vandereycken  and  Pierloot,  1983) .  Gamer  et  al.  (1985a)  point  to 

the  similarities  of  those  with  bulimic  synptoms  across  weight 

classifications  and  they  suggest  that  anorexia  and  bulimia  should 

not  be  differentiated  solely  on  the  basis  of  weight.   Further 

studies  are  needed  to  vmderstand  the  psychological  profiles  within 

groi:5)s  of  anorexics  and  buliitiics. 

Incidence  and  Parameters  of  Binge  Eating  in  the  Nonanorexic, 
Nonobese  (Normal  Weight)  Population 

The  following  is  a  discussion  of  the  literature  on  the  syitptom 
of  bulimia  (binge  eating)  in  v*iat  is  usually  called  the  "normal 
weight"  population  of  women.  Nonnal  weight  is  defined  as  nonobese 
(obese  is  20%  or  more  above  standard  body  wei^t  for  hei^t  and  age) 
and  nonanorexic  (anorexic  is  75%  or  less  of  standard  body  weight  for 
hei^t  and  age) .  Studies  generally  enploy  as  a  standard  bod/  weight 
range  for  a  mediimi  frame,  corrected  for  height  and  age.  Reviews  of 
the  literature  on  bulijiiia  in  normal  weight  women  usually  treat  arti- 
cles on  the  symptom  and  articles  on  the  syndrome  as  if  they  were  a 
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homogenous  groij^j.  The  present  review  has  separated  the  syirptom  and 
syndrome  literature  and  will  present  evidence  to  si^port  the 
continued  differentiation  of  binge  eaters  from  syndrome  bulimics. 

Ondercin  (1979)  published  a  study  of  279  college  women  recruit- 
ed from  introductory  psychology  classes.   Episodes  of  binge  or 
ccatpulsive  eating  (overeating  not  in  response  to  hunger)  were 
reported  by  78%  of  the  women.  Ondercin  separated  the  group  into 
three  levels:  those  v*io  identified  themselves  as  "definite"  convul- 
sive eaters  (hi^) ,  "sometime"  compulsive  eaters  (mediim) ,  and  "not" 
compulsive  eaters  (low) .  Eighteen  percent  of  the  grxxip  were  high 
compulsive  eaters,  51%  were  medium,  and  30%  were  low.  A  chi  square 
analysis  found  significant  differences  among  the  graaps:      Hi^ 
coitpalsive  eaters  tended  to  eat  more  often  in  response  to  urpleasant 
affective  states,  to  eat  v*ien  not  hungry,  to  ej^jerience  guilt  after 
overeating,  to  think  more  about  food,  to  use  food  to  reduce  tension, 
and  to  diet  more  than  the  medium  or  low  groups.  The  low  conpulsive 
eaters  tended  to  binge  only  a  few  times  a  year  compared  to  once  or 
more  a  week  for  the  high  group.  The  greatest  weight  dissatisfaction 
and  most  frequent  weight  fluctuations  were  reported  by  the  high 
caipalsive  eaters.  Unfortunately  no  data  were  reported  on  the  use 
of  fasting,  exercise,  or  purging  to  control  weight,  so  it  is  possi- 
ble that  some  of  Ondercin 's  subjects  were  diagnosable  bulimics/ 

The  Binge  Scale,  a  nine  item  self-report  measure  of  behavioral 
and  psychological  aspects  of  binging,  was  developed  by  Hawkins  and 
Clement  in  1980.  Ihey  surveyed  247  normal  wei^t  women,  110  normal 
wei^t  men,  and  26  overwei^t  (110-120%  of  standard  body  wei^t) 
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vonen  on  a  cxsllege  cairpus.  Hawkins  and  Cleanent  reported  79%  of  the 
women  and  49%  of  the  men  had  engaged  in  binging.  Binge  eating 
severity  was  related  to  dieting  concern  and  dissatisfaction  with 
physical  image  for  men  and  women.  Binge  eating  began  for  the 
majority  of  the  subjects  between  the  ages  of  15  and  20  and  most 
could  not  pinpoint  the  causes  of  their  binges.  Severity  of  binging 
in  women  was  related  to  major  life  changes  in  the  last  month  and 
female  bingers  reported  more  guilt  after  binging  and  more  preocci;?^- 
tion  with  thou<^ts  of  food  than  did  male  bingers.  The  amount  of 
deviation  from  ideal  weight  was  not  related  to  binge  eating  severity 
for  males  or  females  viien  degree  of  dieting  concern  was  statistical- 
ly controlled. 

Ondercin's  (1979)  and  Hawkins  and  Clement's  (1980)  findings 
have  been  sv^ported  by  two  other  studies.  Dunn  and  Ondercin  (1981) 
using  Ondercin's  (1979)  scale  compared  23  high  and  23  low  convulsive 
eaters  to  each  other  and  to  a  control  grov^)  on  several  psychological 
tests.  They  found  the  low  group  was  similar  to  the  control  group, 
v*iile  the  high  group  showed  a  greater  need  for  approval,  more  inner 
tension  and  suspiciousness,  greater  guilt  proneness  and  less  self- 
control  and  emotional  stability  than  either  the  low  or  control 
groups.  Wolf  and  Crowther  (1983)  used  Hawkins  and  Clement's  (1980) 
Binge  Scale  to  identify  mild,  moderate,  and  severe  binge  eaters  in  a 
group  of  255  women,  half  of  vAiom  were  normal  weight  (within  90-110% 
of  standard  body  weight)  and  half  of  vtiom  were  overwei^t  (more  than 
10%  over  standard  body  \ieigtit) .   Using  a  canonical  correlation 
procedure  they  found  severity  of  binge  eating  was  independent  of 
degree  of  deviation  from  standard  body  wei^t.   The  following 
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variables  were  positively  related  to  binge  eating  severity:  preoc- 
oj^^ation  with  food,  cxjncem  about  dieting,  fear  of  loss  of  control 
over  eating,  increased  bocfy  image  dissatisfaction,  low  self-esteem, 
and  amount  of  stress  experienced  in  the  last  year.  From  these  four 
studies  it  is  clear  that  vMle  binge  eating  is  a  common  practice 
ainong  nontal  wei^t  college  women,  severe  binge  eating  is  generally 
related  to  increased  dietary  concern,  problems  with  self-esteem  and 
boc^  image,  stressful  life  circumstances,  and  eating  in  response  to 
unpleasant  emotional  states. 

Wardle  and  Beinart  (1981)  reviewed  the  literature  on  binge 
eating  and  concluded  that  vdiile  dietary  restraint  and  binging  are 
not  of  themselves  abnormal,  differences  might  be  found  in  the 
binging  habits  of  clinical  (patients  or  clients  in  treatment)  and 
non-clinical  populations.  Pyle  et  al.  (1983)  surveyed  1355  male  and 
female  students  in  freshman  English  classes  at  a  large  midwestem 
university.  Their  questionnaire  included  questions  that  allowed 
them  to  identify  students  v^o  met  DSM-III  criteria  for  bulimia.  In 
addition,  the  same  questionnaire  was  administered  to  37  bulimic 
outpatients  in  treatment  at  an  eating  disorder  clinic.  Binging 
habits  and  wei^t  control  methods  were  coirpared  between  the  bulimic 
patients  and  female  bulimic  student  grcnjqp,  and  between  the  female 
bulimic  students  and  the  female  nonbulimic  students.  The  results 
provide  some  insights  into  how  the  binging  habits  of  nonbulimic 
women  compare  with  a  clinical  and  non-clinical  sanple  of  bulimic 


women. 


Pyle  et  al.  found  4.5%  of  women  surveyed  met  DSM-III  criteria 
for  bulimia  (a  criterion  of  at  least  weekly  binging  was  added) .  Of 


19 


the  nonbuliitiic  vramen  57.4%  adndtted  to  binge  eating,  17.2%  at  least 
weekly.  Bulimic  students  reported  significantly  more  frequent  24 
hour  fasting,  more  frequent  iirpulse-related  prcblems  (alcohol/drug 
abuse  and  stealing) ,  and  a  greater  tendency  to  be  overweight  than 
nonbulimic  students.  All  bulimic  patients,  77.8%  of  bulimic  stu- 
dents, and  62%  of  nonbulimic  students  reported  a  fear  of  fat. 
Feeling  depressed  after  binge  eating  was  reported  by  39.1%  of 
nonbulimic  students.  The  use  of  wei^t  control  methods  such  as 
laxatives,  diuretics,  vomiting,  and  exercise  were  reported  by  47%  of 
nonbulimic  students,  althou^  the  majority  used  them  less  than 
weekly.  Over  half  of  the  bulimic  students  and  all  of  the  bulimic 
patients  induced  vomiting  at  least  weekly.  Bulimic  patients  had  a 
higher  frequency  (48.6%)  of  previoias  treatment  for  anorexia  or 
bulimia  than  either  the  bulimic  students  (8.8%)  or  the  nonbulimic 
students  (1.3%).  lyie  et  al.  indicate  that  v*iile  binge  eating,  fear 
of  fat,  self-induced  vomiting,  laxative  and  diuretic  abuse,  and 
guilt  frcm  overeating  are  all  found  in  a  number  of  college  women, 
there  are  significant  differences  between  binge  eaters  and  either 
clinical  or  nonclinical  grov^  of  bulimics. 

Nagelberg  et  al.  (1984)  ej^lored  the  differences  among  at  least 
weekly  bingers  (N=14) ,  binge-vomiters  (N=10) ,  and  controls  (N=7)  all 
recruited  from  a  sairple  of  244  women  in  introductory  psychology 
classes.  Bingers  had  more  restrained  eating  and  more  conpulsive 
eating  than  controls.  Purgers  differed  significantly  from  bingers 
by  scoring  lower  on  a  measure  of  self-discipline  and  regard  for 
social  demands. 
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A  study  by  Kat23nan  and  Wolchik  (1984)  fcfurd  similar  differences 
between  bingers  and  controls  but  found  greater  dissimilarity  than 
Nagelberg  et  al.  between  bingers  and  bulimics.   Of  the  80  female 
introductory  psychology  students  xosed  as  subjects,  30  were  identi- 
fied as  meeting  DSM-III  criteria  for  bulintiia,  with  added  criteria  of 
a  1200  calorie  per  binge  minimum  and  more  than  8  binges/month. 
Binge  eaters  (N=22)  were  those  with  more  than  8  binges/month  but  v*io 
did  not  satisfy  all  DSM-III  criteria,  and  controls,  (N=28)  were 
those  with  no  binge  eating  prc±)lem.  Binge  eaters  had  more  coirpul- 
sive  eating  and  a  greater  preoccupation  with  dieting  than  did  the 
controls.  All  three  groi^js'  average  ideal  wei^ts  were  thinner  than 
the  standard  body  weight  for  their  age  and  hei(^t.  The  bulimic 
group  ejdiibited  a  greater  preoccupation  with  dieting,  lower  self-es- 
teem, poorer  body  attitude,  greater  depression  and  a  greater  need 
for  approval  than  the  binge  eaters.  Bulimics  also  had  a  greater 
average  number  of  calories  per  binge,  a  hi^er  incidence  of  previous 
psychological  treatment,  a  greater  interest  in  treatment,  more  life 
disn^jtion  from  their  eating  problems,  and  a  more  frequent  history 
of  anorexia  nervosa.  Katzman  and  Wolchik  concluded  the  syndrome  of 
bulimia  is  associated  with  a  significantly  greater  amount  of  psycho- 
logical disturbance  than  is  the  syitptom  of  bulimia.  They  issued  a 
warning  against  applying  results  from  studies  of  binge  eaters  to 
bulimics. 

Finally,  a  study  by  Sinoway  (1983)  investigated  the  differences 
between  nonbingers  and  bingers  in  a  female  college  population. 
Instead  of  screening  subjects  on  the  basis  of  binging  frequency,  the 
women  were  classified  as  bingers  if  they  ate  a  certain  amount  of 
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food  during  a  binge  and  if  they  felt  unable  to  stop  or  control  their 
binging.  Of  the  1172  subjects  v*io  answered,  11.6%  were  "bingers 
only"  and  13,7%  were  "binge-revisionists"  (they  binged  and  dieted, 
fasted,  or  pu2:ged) .  Several  discriminant  function  analyses  were 
performed  to  determine  v^ich  variables  best  discriminated  among  the 
groi^js.  Degree  of  dietary  restraint/concern  and  eating  in  response 
to  emotions  were  the  most  salient  discriminative  variables,  with 
binge-revisionists  scoring  highest,  bingers  next  highest,  and 
controls  the  lowest.  On  the  basis  of  these  results,  Sinoway  con- 
clxjded  that  those  v*io  have  binge  eating  problems  are  easily  differ- 
entiated from  those  v^o  do  not,  and  those  v*io  binge  can  be  easily 
separated  into  two  groups:  bingers-only  and  binge-revisionists. 

In  conclvision,  the  research  si;53ports  the  distinction  between 
bingers  and  nonbingers,  and  between  those  v^o  binge  and  those  with 
the  syndrome  of  bulimia.   Bingers-only  ejdiibit  more  preoccupation 
with  dieting  and  more  ccatpalsive  eating  habits  than  do  nonbingers. 
Severity  of  binge  eating  has  been  related  not  to  weight  classifica- 
tion but  to  eating  in  response  to  emotions,  increased  preoccipation 
with  dieting,  problems  with  self-esteem,  bocty  dissatisfaction, 
stressful  life  circumstances,  and  early  onset  of  weight  problems. 
Those  identified  as  meeting  DSM-III  criteria  for  bulimia  show 
greater  behavioral  and  psychological  problems  than  either  bingers  or 
nonbingers.  The  following  section  will  further  address  the  inci- 
dence and  parameters  of  the  syndrome  of  bulimia. 

The  Bulimic  Syndrome  in  the  Nonanorexic,  Nonc>bese 
(Normal  Weight)  Population 

This  section  will  be  divided  into  five  subsections:  incidence, 

demographics,  wei^t  and  syirptom  history,  psychological  profile,  and 


22 


family  profile.  Each  subsection  will  describe  the  major  findings  of 
research  studies  in  that  tcpic,  and  v^iere  appropriate  will  separate 
the  findings  in  the  clinical  population  from  those  in  the  nonclini- 
cal population.  Following  the  five  subsections,  this  section  of  the 
literature  review  will  be  summarized  and  the  hypothesis  of  the 
present  study  will  be  prcaposed. 
Incidence 

As  has  been  previously  mentioned  in  the  present  paper,  inci- 
dence rates  of  the  bulimic  syndrome  have  differed  widely,  primarily 
due  to  the  use  of  a  variety  of  population  samples,  sampling  methods, 
and  criteria  to  define  the  syndrome.  The  majority  of  studies  have 
used  college  student  samples.  Halmi  et  al.  (1981)  surveyed  355 
female  and  male  summer  school  students  with  a  self-report  question- 
naire of  eating  and  wei^t  control  habits  xosing  the  DSM-III  crite- 
ria. Thirteen  percent  were  identified  as  bulimic,  87%  of  v*iam  were 
female  (19%  of  the  total  female  population) ,  and  13%  of  v*iom  were 
male  (5.9%  of  the  total  male  population).  The  diagnostic  criteria 
did  not  include  any  minimum  binge  or  purge  frequency.  A  more 
conservative  questionnaire  used  by  Pyle  et  al.  (1983)  to  survey  1355 
freshmen  college  students  found  4.1%  of  the  total  population  (7.8% 
of  the  females  and  1.4%  of  the  males)  merited  a  probably  diagnosis 
of  bulimia.  When  a  criterion  of  at  least  weekly  binge  eating  was 
added,  2.1%  (0.4%  of  males  and  4.5%  of  fonales)  met  all  criteria. 
And  the  added  criterion  of  weekly  binging  and  purging  reduced  the 
frequency  to  0.6%  of  the  total  (1.0%  of  the  female  and  0.3%  of  the 
male  population) .  Johnson  et  al.  (1984b)  used  criteria  similar  to 
those  of  Pyle  et  al.  in  a  survey  of  1268  female  high  school 
students. 
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Using  all  DEM-III  criteria  and  added  criterion  of  at  least  weekly- 
binge  eating,  Johnson  et  al.  certified  4.9%  as  bulimic.  They 
qualified  their  findings  however,  by  noting  that  the  conservative 
criteria  probably  resulted  in  a  nuiriber  of  false  negatives,  thus 
considerably  reducing  the  reported  incidence  of  bulimia. 

Freshmen  college  students  at  a  large  university  were  surveyed 
by  Sinoway  (1983),  v*io  found  of  1172  women,  13.7%  reported  binging 
followed  "always"  or  "often"  by  purging,  fasting,  or  dieting.  Binge 
frequency  was  not  a  criterion  for  identification  of  bulimia. 
Stangler  and  Printz  (1980)  reviewed  the  DSM-III  diagnoses  from  the 
records  of  500  patients  at  the  University  of  Washington  Student 
Psychiatric  Clinic  and  reported  3.8%  of  the  sample  were  diagnosed 
bulimic.  Not  unlike  the  findings  of  Halm  et  al.  (1981),  89.5%  of 
those  diagnosed  bialimic  were  women,  v*iile  10.5%  were  men.  Carter 
and  Moss  (1984)  screened  for  bulimia  with  a  self-report 
questionnaire  of  eating  problems,  then  interviewed  those  with  a 
probable  diagnosis  of  bulimia.  Althou^  16.7%  of  162  female 
introductory  psychology  students  reported  binge  eating,  only  2.45% 
were  diagnosed  bulimic  throu(^  subsequent  interviews.  Nagelberg  et 
al.  (1984)  suggested  that  v^^ile  interviews  produce  a  more 
conservative  estimate  of  the  incidence  of  bulimia,  the  anonymity  of 
a  questionnaire  may  afford  more  accurate  report  from  subjects,  v^o 
generally  are  acutely  embarrassed  and  ashamed  about  their  binging 
and  purging. 

A  rare  study  of  women  outside  the  college  environment  was 
conducted  by  Fairbum  and  Cooper  (1983) .  A  questionnaire  was  given 
to  40  normal  weight  female  patients  under  age  40  at  a  family  plan- 
ning clinic  in  England.   Of  the  384  respondents,  1.9%  filled  all 
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three  cariteria  for  bulimia  nervosa:  1)  powerful,  intractable  urges 
to  overeat;  2)  avoidance  of  fattening  effects  of  overeating  by  the 
vjse  of  vcmiting  or  purgatives;  and  3)  a  morbid  fear  of  fat.   No 
criteria  for  frequency  of  binge  eating  or  purging  were  used. 
Desmographics 

The  demographic  profile  of  the  bulimic  vraman  is  remarkably 
consistent  across  studies.  Fairbum  and  Cooper  (1983)  surveyed  669 
women  vdio  responded  to  a  British  magazine  requesting  volunteers  for 
a  stucfy  of  women  vdio  induce  vomiting  to  control  their  weight.   Of 
the  499  respondents  v*io  filled  the  criteria  for  bulimia  nervosa, 
24.8%  were  students,  20.7%  were  married,  5.1%  were  housewives,  12.9% 
were  in  the  medical  professions,  and  3.4%  were  in  the  food  profes- 
sions. The  average  age  was  23.8  years.  Johnson,  Stuckey,  Lewis, 
and  Schwartz  (1982)  conducted  a  similar  survey  of  women  vAio  had 
requested  information  from  an  eating  disorder  clinic.  Of  the  509 
respondents,  316  met  the  DSM-III  criteria  with  an  added  criterion  of 
having  binged  at  least  once  in  the  last  6  months.  The  majority  were 
single,  Protestant,  college-educated,  and  lived  with  parents  or  a 
partner.  The  average  age  was  23.7  years  and  nearly  half  were 
currently  students.  Their  families  of  origin  xasually  had  more  than 
one  child  and  their  fathers  were  usually  professionals.   Other 
studies  (Sinoway,  1983;  Weiss  and  Ebert,  1983)  have  also  found 
bulimic  subjects  tend  to  be  viiite^  single,  between  the  ages  of  22 
and  26,  college-educated,  and  from  middle  to  high  income  families.  , 

Demographic  profiles  of  bulimics  from  outpatient  treatment 
programs  are  similar  to  those  from  nonclinical  populations.  The 
majority  of  patients  are  female,  white,  single,  between  the  ages  of 
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22  and  26,  cxDllege-educated,  and  from  middle  to  high  income  family 
with  at  least  2  children  (Abraham  and  Beumont,  1982;  Allerdis  et 
al.,  1982;  Mitchell  et  al.,  1985;  Pyle,  Mitchell,  and  Eckert,  1981). 
Hazard  (1983)  coirpared  bulimic  and  normal  women  and  found  the 
bulimic  group's  family  social  status  was  higher  because  of  the 
greater  educational  and  occupational  level  of  their  mothers.  No 
other  study  has  reported  this  demographic  difference  between 
bulimics  and  nonbulimics. 

Description  of  Weight  and  Symptom  History 
Nonclinical  population 

Bulimcs  in  comraunity  and  college  nonclinical  samples  (i.e.  not 
recruited  primarily  from  treatment  sittings)  tend  to  be  within 
normal  body  wei^t  range,  to  have  a  history  of  being  overweight  and 
to  begin  eating  disordered  behavior  between  the  ages  of  15  and  18. 
Fairbum  and  Cooper  (1983)  found  83.2%  of  their  magazine  ad  study 
and  86%  of  their  family  clinic  study  subjects  were  85  -  115%  of 
standard  body  wei^t  for  their  height  and  age.  The  average  age  at 
vdiich  binge  eating  began  in  the  magazine  ad  subjects  was  18.4  years, 
with  a  mean  duration  of  binging  of  5.2  years.  Vomiting  began  at  an 
average  age  of  19.3  years  with  a  mean  duration  of  4.5  years.  Nearly 
one  half  (45.2%)  had  a  hi^est  body  weight  since  menarchs  of  >115% 
of  standard  body  weight,  and  43%  had  a  lowest  body  wei^t  of  <85%  of 
normal  body  weight.  Significantly  fewer  of  the  family  clinic  sub- 
jects had  a  history  of  overweight.  Binging  and  vomiting  were  less 
frequent  in  the  family  clinic  sample  with  1%  vomiting  at  least 
weekly  and  7.3%  binging  at  least  weekly,  vMle  56.1%  of  the  magazine 
ad  sairple  vomited  daily  and  27.2%   binged  daily.   The  rates  of 
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hinging  and  vcmiting  in  two  saitples  studies  by  Johnson  and  associ- 
ates showed  differences  similar  to  those  found  by  Fairtoum  and 
Cooper.  Of  the  female  high  school  saitples  surveyed  by  Johnson  et 
al.  (1984b)  17%  reported  vomiting  weekly,  21%  binged  weekly,  and  11% 
used  laxatives  weekly.  In  the  sample  of  women  surveyed  by  mail, 
Johnson  et  al.  (1982)  found  51%  binged  daily,  59%  vomited  daily,  and 
25%  losed  laxatives  daily.  The  weight  distribution  was  similar  to 
Fairbum  and  Cooper'  's  magazine  ad  sample,  with  81.6%  within  \mder- 
wei^t  to  normal  body  weight  range  (76-110%  of  norm),  17.5%  over- 
weight (>110%  of  norm),  and  0.9%  anorexic  (<76%  of  norm).   Like 
Fairbxim  and  Cooper's  subjects,  half  of  Johnson  et  al's  (1982) 
si±»jects  had  a  history  of  overweight  (>110%  of  norm)  and  5%  had  a 
history  of  anorexic  wei^t. 

Halmi  et  al.  (1981)  and  Pyle  et  al.  (1983)  both  investigated 
the  bulimic  syndrome  in  college  women.  Halmi  et  al.  found  vMle 
9.9%  of  the  male  and  female  population  had  ever  induced  vomiting, 
only  2.5%  vomited  one  or  more  times  per  month,  and  1.7%  vomited  one 
or  more  times  per  week.  Pyle  et  al.  reported  1%  of  all  female 
students  surveyed  had  weekly  binge/purge  episodes.  Pyle  et  al. 
coirpared  female  students  with  the  bulimic  syndrome  to  female  bulimic 
outpatients.  The  frequency  of  daily  binging  (15.5%)  and  daily 
vomiting  (8.9%)  in  the  bulimc  students  was  significantly  lower  than 
the  frequency  of  daily  binging  (89.2%)  and  vomiting  (79.6%)  of  the 
bulimic  patients.  The  bulimic  students  used  24  hour  fasting  more 
frequently  than  they  used  any  other  weight  control  while  the  pa- 
tients used  vomiting  most  frequently. 

Weiss  and  Ebert  (1983)  cottpared  a  nonclinical  bulimic  sample 
with  a  control  sample  and  found  no  difference  in  average  height. 
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weight,  or  weight  history.  This  conflicts  with  findings  that 
bulimics  more  frequently  have  a  history  of  overwei^t  than  normals 
(Fairbum  and  Cooper,  1983;  Halmi  et  al.,  1981;  Pyle  et  al.,  1983). 
Not  unlike  previous  findings,  Weiss  and  Ebert  reported  subjects' 
average  age  at  the  onset  of  bulimia  was  19.7  years  with  an  average 
duration  of  6.4  years.  Bulimics  tended  to  have  chaotic  eating 
patterns,  eating  fewer  times  a  day  with  longer  times  between  meals 
and  a  smaller  variety  of  foods  than  did  controls. 
Clinical  population 

Sx±»jects  from  both  clinical  and  nonclinical  saitples  have 
reported  binge  eating  is  triggered  by  negative  affective  states, 
restrictive  dieting,  and  eating  forbidden  foods  (Abraham  and 
Beumont,  1982;  Johnson  et  al.,  1982,  Johnson  and  Larson,  1982; 
Mitchell  et  al.,  1985;  Pyle  et  al.,  1981;  Russell,  1979).  Bulimic 
subjects  from  both  types  of  saiiples  also  have  reported  eating  fewer 
regular  meals,  fasting  more,  feeling  more  guilty  and  worried  after 
eating,  having  a  greater  history  of  being  overweii^t,  having  more 
menstrroal  difficulties,  and  being  more  preoccupied  with  thoughts  of 
food  and  eating  than  nonbulimic  si±ijects  (Abraham  and  Beumont,  1982; 
Hazard,  1984;  Johnson  et  al.,  1982;  Johnson  and  Larson,  1982; 
Mitchell  et  al.,  1985;  Pyle  et  al.,  1983;  Pyle  et  al.,  1981;  Weiss 
and  Ebert,  1983) .  The  age  of  onset  of  bulimia  found  in  clinical 
samples  averages  18  years  old  (Gamer  et  al.,  1985;  Mitchell  et  al., 
1985;  Pyle  et  al.,  1981;  Russell,  1979),  not  unlike  the  average 
reported  in  nonclinical  samples. 

Several  studies  of  bulimic  outpatients  have  reported  average 
weekly  frequencies  of  binge  eating  and  vomiting  conparable  to  those 
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found  in  the  nonclinical  saitple  of  Johnson  et  al.  (1982) .  Gamer  et 
al.  (1985a)  reported  46%  of  normal  weight  bulimic  patients  binged  at 
least  daily,  73%  vomited,  and  47%  abused  laxatives.  The  most  caramon 
bulimic  pattern  found  by  Mitchell  et  al  (1981)  was  at  least  daily 
binging  acconpanied  iyy    self-induced  vomiting  (an  average  of  11.7 
binge/purge  episodes  per  week) .  Laxative  use  has  been  reported  less 
frequently  than  vomiting  by  all  researchers,  followed  in  order  of 
decreasing  frequency  by  exercise,  diuretics,  and  diet  pills. 
Stiadies  of  outpatients  have  also  reported  physical  coirplications 
from  frequent  binging  and  vomiting,  incliiding  dizziness,  headache, 
fatigue,  sore  throats,  swelling  of  parotid  glands,  and  dental 
problems  (Abraham  and  Beumont,  1982;  Hazard,  1984;  ryie  et  al., 
1981;  Russell,  1979). 

The  onset  of  bulimia  has  been  reported  by  patients  and  nonpa- 
tients  alike  to  correspond  with  an  increased  concern  about  wei^t 
and  dieting,  or  with  a  stressful  or  traumatic  event,  or  with  in- 
creased difficulty  dealing  with  emotions  (Abraham  and  Beumont,  1982; 
Johnson  et  al.,  1982;  Mitchell  et  al.,  1985;  Pyle  et  al.,  1981). 
Johnson  and  Larson  (1982)  conducted  a  unique  study  to  corrpare  the 
daily  food-aixi-mood  related  experiences  of  bulimic  patients  and 
controls.  All  subjects  carried  beepers  vMch  went  off  at  random 
times  within  2  hour  periods.  In  addition  bulimics  recorded  thou^ts 
and  feelings  before,  during  and  after  binge/purge  episodes.  The 
results  showed  that  the  average  prebinge  experience  included  feel- 
ings of  tension,  increased  appetite,  and  loss  of  control.  EXaring 
the  binge  subjects  reported  an  increase  of  negative  feelings  and  a 
decrease  in  hunger.  The  purge  was  acconpanied  by  less  anger  and 
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hunger  and  greater  alertness,  guilt,  and  feelings  of  adequacy  and 
self-control.  After  the  purge  subjects  felt  even  less  anger  and 
hunger,  less  alertness,  and  more  self  control.  Johnson  and  T arson 
suggested  that  prolonged  restrictive  eating,  acccarpanied  by  diffi- 
culties in  regulating  affective  states,  predispose  individuals  to 
binge  eat.  Terrified  at  the  prospect  of  weight  gain  such  individu- 
als begin  to  purge  after  binges.  While  the  binge  is  at  first  the 
primary  reinforcing  syirptom  because  it  discharges  emotions  and 
satisfies  food  cravings,  the  purge  eventually  becomes  more  reinforc- 
ing because  it  "undoes"  the  effects  of  the  calories  ingested  during 
the  binge. 

Psychological  Profile  of  Bulimics 
Nonclinical  population 

Bulimic  women  in  nonclinical  sanples  have  been  characterized  as 
having  greater  concern  about  dieting,  more  compulsive  eating,  more 
interpersonal  sensitivity,  anxiety,  and  depression,  more  negative 
bocfy  image  and  self-esteem,  more  negative  relationships  with  family 
members,  and  greater  achievement  expectations  and  need  for  approval 
than  nonbulimic  women  (Johnson  et  al.,  1984(b) ;  Katzman  and  Wolchik, 
1984;  Weiss  and  Ebert,  1983).  Prc±>lems  with  impulse  control  (evi- 
denced in  stealing  and  alcohol/drug  abuse)  and  suicidal  thoughts  and 
behaviors  have  also  been  found  more  frequently  in  bulimics  (Johnson 
et  al.,  1982;  Pyle  et  al.,  1983;  Weiss  and  Ebert,  1983).  Pyle  et 
al.  (1983)  reported  that  vfeLle  bulimic  college  students  had  a 
greater  history  of  stealing  and  alcohol/drug  abuse  than  nonbulimic 
students,  they  did  not  have  as  frequent  a  history  as  bulimic  outpa- 
tients of  stealing  or  treatment  for  depression  and  eating  disor- 
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ders.  Bulimics  from  clinical  sairples  may  have  on  the  average  more 
severe  behavioral  and  psychological  disturbances  than  bulimics  from 
non  clinical  saitples.  Even  so,  Johnson  et  al.  (1982)  found  that  of 
a  nonclinical  saitple  of  316  bulimics,  14%  had  made  suicidal 
gestures,  5%  reported  serious  suicide  attenpts  and  90.1%  reported 
their  thoughts  and  feelings  about  themselves  were  conpletely 
affected  by  their  eating  disorder.   Of  those  subjects  56%  had  not 
atteitpted  to  seek  professional  help.   Weiss  and  ESoert  (1983) 
reported  that  v*iile  bulimics  and  controls  did  not  differ  in  number 
of  life  stressors  or  early  separations,  bulimics  had  significantly 
more  depression,  psychiatric  hospitalizations  and  suicide  attenpts. 
Clearly  there  is  a   continuum  of  severity  of   psychological 
disturbance  found  among  bulimic  women  in  nonclinical  and  clinical 
populations.  Most  of  the  information  on  psychqpathology  of  bulimia, 
however,  has  been  obtained  from  samples  in  treatment  settings. 
Clinical  population 

Psychological  disturbances  common  to  bulimic  patients  include 
depression,  impulse  cfyscontrol,  negative  self  and  bocfy  image, 
borderline  personality  features,  alienation  from  others,  and  a 
variety  of  adjustinent  problems  (Allerdis  et  al.,  1981;  Flanagan, 
1983;  Gamer  etal.,  1985(a);  Hazard,  1984;  Hutton,  1984;  Johnson 
and  Bemdt,  1983;  Jdinson-Sabine,  Wood,  and  Wakeling,  1984; 
Lepkowsky,  1983;  Mitchell  et  al.,  1985;  Pyle  et  al.,  1981;  Russell, 
1979) .  Several  authors  v*io  have  administered  the  MMPI  to  bulimic 
patients  have  found  clinical  deviations  or  either  the  D  (Depression) 
scale  or  the  Pd  (Psychopathic  deviate)  scale  or  both,  indicating 
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tendencies  tcfwarcJs  serious  depression  and  problems  with  iirpilse 
control  (Flanagan,  1984;  Hazard,  1983;  Pyle  et  al.,  1981). 

Flanagan  (1984)  conducted  a  study  of  psychopathology  in  bulima 
by  caiparing  the  MMPl  and  Rorschach  profiles  of  a  bulimic  group  to 
two  control  groij^s.  Flanagan  found  the  bulimic  profiles  indicated  a 
lack  of  self-awareness,  an  inability  to  control  impulses,  and 
greater  tendencies  than  controls  toward  depression  and  dissociation. 
Flanagan  theorized  that  as  bulimics  dissociate  from  their  feelings, 
their  cognitive  processes  loosen  and  they  become  unable  to  meet 
their  needs  or  control  their  obsessive  thoughts  except  through  the 
discharge  of  iirpulse  energy,  i.e.  through  binging,  purging,  steal- 
ing, alcohol/drug  abuse,  etc.   According  to  Flanagan,  they  became 
trapped  in  the  bulimic  cycle  because  they  lack  both  an  awareness  of 
their  needs  and  the  ability  to  effectively  meet  those  needs. 

Hutton  (1984)  \ased  a  form  of  the  Role  Construct  Repertory  test 
developed  by  George  Kelly  (1955)  to  coropare  biolimics'  and  normals' 
perceptions  of  themselves  and  others.  Bulimics'  perceptions  of 
themselves  were  more  closely  tied  to  their  body  size.   On  the 
average,  a  bulimic's  worst  self  was  associated  with  herself  at  her 
hii^est  weight,  and  bulimics  considered  "fat"  a  more  negative 
self -descriptor  than  did  normals.   In  addition  bulimics  saw  them- 
selves as  farther  away  from  their  ideals  of  self,  female,  and  male. 
Negative  self  and  body  perceptions  were  also  found  in  bulimic  pa- 
tients by  Gamer  et  al.  (1985a) .  Using  the  Eating  Disorder  Invento- 
ry (Gamer,  Olmstead,  and  Polivy,  1983b) ,  Gamer  et  al.   (1985a) 
found  normal  wei^t  buliinics  had  elevated  body  dissatisfaction, 
depression,  and  lowered  feelings  of  self-efficacy.  Compared  to  a 
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group  of  restricting  and  a  group  of  bulimic  anorexics,  the  normal 
wei^t  buliinics  showed  equivalent  or  greater  disturbance  on  all  EDI 
scales  except  Interpersonal  Distrust.  Lepkowsky  (1983)  fourd 
similar  personality  disturbances  in  anorexics  and  bulimics  on 
measures  of  personality  organization  and  personality  disorders. 
Both  groi5)s  showed  more  psychqpathology  than  a  grou^)  of  neurotically 
depressed  female  subjects.  Bulimics  had  more  borderline  personality 
features  as  measured  by  the  Conte  Borderline  Syndrome  Index  (Conte, 
Plutchnik,  Karasu,  and  Jerrett,  1980)  than  either  the  depressed 
neurotic  or  the  anor-exic  group. 

Features  of  borderline  pathology  such  as  iirpolsivity,  aliena- 
tion, and  relationship  difficulties  have  been  reported  by  Mitchell 
et  al.  (1985) ,  Johnson  and  Bemdt  (1983),  Pyle  et  al.  (1981),  and 
Russell  (1979) .  Of  275  patients  seen  by  Mitchell  et  al.   (1985) , 
34.4%  had  a  history  of  problems  with  alcciiol  and  drugs  and  17.7%  had 
been  treated  for  chemical  dependency.  Bulimia  had  caused  prc±)lems 
with  family  members  for  60.7%  of  the  subjects,  69.5%  had  problems 
with  intimate  relationships,  53.3%  had  problems  with  finances,  and 
49.6%  had  difficulty  with  work  because  of  bulimia.  Of  34  patients 
seen  by  Pyle  et  al.  (1981) ,  over  half  had  a  history  of  stealing 
since  becoming  bulimic,  23.6%  had  been  treated  for  chemical  depen- 
dency, and  44.1%  reported  they  were  currently  stealing  food. 
Russell  (1979)  reported  serious  synptoms  of  depression  and  a  history 
of  suicide  attenpts  in  nearly  half  of  his  patients.  Johnson  and 
Bemdt  (1983)  found  the  average  bulimic  functioned  at  a  significant- 
ly more  disturbed  level  than  a  control  groip  in  work,  social  situa- 
tions, leisure,  family  activities,  and  in  overall  level  of  adjxast- 


33 


ment.  The  bulimic  groups'  functioning  was  conparable  in  disturbance 
to  a  groi;5)  of  feitale  alcoholics. 

Virtually  all  studies  of  the  psychological  functioning  of 
bulimic  patients  have  found  synptoms  of  depression  in  their  saitples. 
The  literature  is  currently  beset  by  a  controversy  over  v*iether  or 
not  bulimia  is  simply  a  manifestation  of  a  primary  affective  disor- 
der (Hudson,  Laffer,  and  Pope,  1982;  Hudson,  Pope,  Jonas  and 
Yurgelew-Todd,  1983b) .  Support  for  this  preposition  has  come  from 
reports  of  depressive  synptoms  in  patients,  from  depressive  illness- 
es in  family  members  of  bulimics,  and  from  studies  of  the  use  of 
antidepressant  medication  with  patients  (Hudson,  Laffer,  and  Pope, 
1982;  Hudson  et  al.,  1983(b);  Pope,  Hudson,  Jonas,  and  Yurgelew- 
Todd,  1983;  Strober  et  al.,  1982).  Several  authors  have  suggested, 
however,  that  it  would  be  premature  to  assume  on  the  basis  of  the 
present  data  that  bulimia  and  depressive  disorders  show  the  same 
etiology  (Brotman,  Herzog,  and  Woods,  1984;  Cocper  and  Fairbum, 
1983;  Gamer,  Rockert,  Olinstead,  Johnson,  and  Coscina,  1985(b), 
Viesselman  and  Roig,  1985) .  While  a  number  of  patients  with  bulimia 
respond  to  antidepressants,  many  do  not  respond,  or  respond  in  part 
(i.e.  the  depression  lifts  but  they  continue  to  binge  and  purge) . 
Further  investigation  is  needed  to  clarify  the  link  between  depres- 
sion and  bulimia. 

Two  studies  have  provided  irrportant  information  about  mood 
states  of  bulimics.  Johnson  and  Larson  (1982)  catpared  the  reports 
of  mood  states  of  bulimics  and  controls  and  found  bulimics'  moods 
were  significantly  more  variable  and  more  negative.  Bulimics 
reported  being  alone  more  and  feeling  more  sad,  lonely,  weak. 
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irritable,  passive,  and  constrained.  The  authors  suggested  that 
bulimics  binge  in  order  to  regulate  their  fluctuating  negative  mood 
states  over  vMch  they  feel  they  have  no  control.  They  then  lose 
control  over  the  binging  (i.e.  cannot  stop  and  begin  to  gain  wei^t) 
and  they  purge  in  order  to  restore  their  sense  of  control.  Similar 
findings  were  reported  by  Johnson-Sabine  et  al.  (1984)  in  a  study  of 
50  outpatients  with  bulimia  nervosa.  Subjects'  moods  were  assessed 
for  8  weeks  by  self-report  and  by  interviews.  Negative  mood  states 
in  bulimics  were  immediately  relieved  by  binging  and  purging. 
Increases  in  the  number  of  negative  moods  were  associated  with 
increases  in  abnormal  eating  behaviors.  The  authors  concluded  that 
the  dysphoria  found  in  bulimics  is  related  to  abnormal  eating 
symptoms  and  generally  is  not  evidence  of  a  primary  depressive 
illness. 
Subgroups 

Based  on  their  studies  of  behavioral  and  psychosocial  charac- 
teristics of  the  normal  weight  population  of  bulimics,  several 
authors  have  proposed  the  existence  of  subgrotps  within  the  bulimic 
population.  Abraham  and  Bexmiont  (1982)  found  their  sairple  of 
bulimic  patients  could  be  divided  into  grxx^js  along  a  number  of 
dimensions,  including  the  presence  or  absence  of  vomiting,  dioration 
of  the  illness,  and  presence  or  absence  of  an  anorexic  history. 
When  divided  into  "vomiters"  and  "nonvomiters,"  vomiters  were  found 
to  have  a  longer  history  of  binging  and  to  feel  more  relief  from 
anxiety  and  negative  feelings  after  a  binge.  Halmi  et  al.  (1981) 
suggested  that  self-induced  vomiting  accoitpanied  by  laxative  abuse 
represents  a  more  chronic  and  severe  form  of  bulimia.  Pyle  et  al. 
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(1983)  made  a  similar  discx3very  in  their  ccmparison  of  bulimic 
students  and  bulimic  outpatients.  They  suggested  that  since  the 
students  (v*iose  functioning  was  less  disturbed  than  the  outpatients) 
fasted  more  coitpared  with  the  patients  v^o  purged  more  often  for 
wei^t  control,  binging  and  fasting  may  represent  an  earlier  more 
mild  form  of  bulimia. 

Sinoway  (1983)  hypothesized  significant  differences  among  a 
nonclinical   sample   of   binge/f asters,   binge/dieters,    and 
binge/purgers.  Although  Sinoway 's  hypotheses  were  not  significantly 
substantiated,  certain  trends  were  found  and  offered  as  directions 
for  future  exploration .  On  the  average  binge/purgers  were  more 
cfysfunctional  than  the  binge/dieters  or  binge/f asters.  Of  the  three 
groi^js,  binge/purgers  scored  hi^est  on  a  measure  of  dietary  concern 
and  restraint;  they  binged  most  often,  they  voiced  the  most  concern 
about  their  binging;  they  stole  binge  food  most  frequently;  they 
were  the  most  secretive  about  their  bulimic  behavior;  and  they 
evidenced  the  most  severe  depression  after  binging. 

Lacey  (1982)  and  Johnson  (1985)  characterized  subgroi^js  of 
bulimic  patients  based  on  the  patients'  psychological  characteris- 
tics. The  70  outpatients  seen  in  Lacey 's  clinic  were  separated  into 
three  groi:5)s.  The  first  and  largest,  the  "neurotic  groiqp,"  tended 
to  be  ambitious  and  to  have  high  academic  achievements,  to  have 
labile  emotions  (within  a  normal  range) ,  and  to  present  with  depres- 
sion v*iich  turned  to  anger  as  the  eating  syiiptoms  were  removed.  The 
second  group,     the  "personality  disordered  group,"  often  needed 
inpatient  treatment  for  the  londerlying  psychopathology.  This  group 
tended  to  have  a  history  of  iitpolse  control  problems  and  to  present 
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as  emotionally  shallow  and  histmonic.  The  last  and  smallest  group 
Lacey  called  the  "epileptiform  group."  Their  bouts  of  bulimia  were 
due  to  diagnosable  epilepsy  and  the  buliinia  disappeared  vAien  the 
epilepsy  was  controlled. 

Johnson  (1985)  described  a  method  of  subgroi^^ing  patients  along 
a  continuum  of  personality  structure  ranging  from  borderline 
personality  organization  to  identity  conflicted.   The  first  sub- 
group, the  borderline  personalities,  Johnson  described  as  needing 
structured  therapeutic  interventions  to  help  them  develop  the 
intrapsychic  structure  they  lack.  These  patients  have  had  multiple 
impulse  control  problems  throughout  their  lives.   Their  eating 
disorders  and  other  iirpulse  problems  are  the  result  of  their  inabil- 
ity to  control  their  internal  chaos.  The  second  groi:^)  of  patients 
Johnson  called  the  "false  self"  group,  consisting  of  patients  less 
disturbed  than  the  borderline  group  but  still  requiring  long-term 
individual  psychotherapy  for  full  recovery.  This  groi:p  of  patients 
has  developed  a  pseudomature  adaptation  in  response  to  premature 
demands  to  separate  and  became  autonomous.   The  "false  self"  has 
served  as  a  facade  of  cortpetence  and  control  vMch  hid  the  fearful 
and  needy  inner  self.   Bulimia  has  become  a  way  for  them  to  lose 
their  tight  control  and  to  regulate  their  affect  without  risking 
exposure  to  others.  Less  disturbed  than  either  the  borderline  or 
false  self  grxxp  is  the  third  group,  the  identity  conflicted  pa- 
tients.  These  individuals  have  the  "healthiest"  intrapsychic 
structure  and  often  become  bulimic  in  reaction  to  adjustment  diffi- 
culties encountered  in  adolescence.  Their  relationships  and  affec- 
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tive  states  are  more  appropriate  than  the  previous  groups  and  these 
patients  are  more  amenable  to  short-term  syrrptom-focused  therapy. 
Family  profile 

Research  into  the  families  of  bulimics  has  been  sparse,  and 
most  of  it  has  relied  on  self-report  from  saitples  of  outpatients. 
There  are,  however,  some  iirportant  trends  in  the  literature. 
Flanagan  (1983)  reported  eating  and  wei^t-related  problems  in  64% 
of  family  members  of  bulimic  subjec±s.  Bulimia  in  an  immediate 
family  member  was  reported  by  21%  of  the  subjects,  and  50%  identi- 
fied at  least  one  family  member  with  depression.  In  study  of  34 
patients  Pyle  et  al.  (1981),  67.6%  reported  obesity  in  at  least  one 
first-degree  relative,  over  half  reported  obesity  in  at  least  one 
parent,  11.7%  reported  bulimia  in  at  least  one  family  member,  and 
47%  indicated  depression  in  at  least  one  first-degree  relative.  In 
addition,  50%  reported  alcoholism  in  at  least  one  first-degree 
relative. 

Depression  and  substance  abuse  disorders  in  families  of 
bulimics  have  been  identified  in  studies  by  Hudson,  Pope  and  Jonas 
(1983a) ;  Stem,  Dixon,  Nemzer,  Lake,  Sansone,  Smeltzer,  lantz,  and 
Schrier  (1984) ;  and  Strober  et  al.  (1982) .  The  study  by  Strober  et 
al.  (1982)  study  used  an  iipatient  anorexic  bulimic  sample  and  its 
generalizabilty  to  normal  weight  bulimics  and  their  families  may  be 
limited.  In  li^t  of  findings  by  Gamer  et  al.  (1985a)  that  normal 
wei(^t  and  anorexic  bulimics  have  conparable  profiles,  the  study  by 
Strober  et  al.  is  included  as  part  of  this  discussion. 

Strc±)er  et  al.  conpared  the  MMPl  profiles  and  clinical  inter- 
views of  the  parents  of  35  bulimic  and  35  restricting  anorexics. 
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Affective  and  substance  abuse  disorders  were  more  common  in  the 
relatives  of  the  bulimic  group.  Bulimics'  fathers  were  character- 
ized significantly  more  than  restrictors'  fathers  by  signs  of 
personality  trait  disorders:  hostilil^,  immaturity,  and  iirpulse 
control  prcblems.  Bulimics'  mothers  showed  greater  depression, 
hostility,  and  dissatisfaction  with  intrafamilial  relationships  than 
did  mothers  of  restrictors.  The  three  parental  MMPl  scores  vMch 
significantly  predicted  the  severity  of  the  daughters'  biilimia  were 
maternal  depression,  paternal  depression,  and  paternal  psychopathic 
deviance. 

Stem  et  al.  (1984)  interviewed  a  grcuxp  of  bulimic  patients,  a 
graap  of  controls,  and  both  groi;^^'  parents  to  determine  the  preva- 
lence of  psychiatric  disorders  in  their  first  and  second  degree 
relatives.  The  results  indicated  a  significantly  hi(^er  frequency 
of  psychiatric  disorders  in  the  relatives  of  bulimics.  Substance 
abuse  disorders,  but  not  affective  disorders,  were  significantly 
more  frequent  in  relatives  of  bulimics.  No  significant  difference 
was  found  between  control  and  bulimic  subjects  in  their  morbid  risk 
for  affective  disorders. 

Hudson  et  al.  (1983a)  studied  the  family  histories  of  75 
bulimic  patients  (20  of  \Ai(m  had  a  previous  diagnosis  of  anorexia 
nervosa) .  They  evaluated  patients '  reports  of  350  first-degree 
relatives  and  found  the  morbid  risk  factor  for  affective  disorder 
was  not  significantly  different  from  the  risk  factor  for  a  groi^  of 
bipolar  disorder  patients.  Bulimics  did  have  a  significantly  higher 
morbid  risk  factor  for  affective  disorders  than  groups  of 
schizophrenia  and  borderline  personality  disordered  patients. 
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Viesselman  and  Roig  (1985)  interviewed  39  hospitalized 
binge/purgers,  36  hospitalized  binge  eaters,  and  13  hospitalized 
anorexics  to  conpare  their  family  histories.  Binge/purgers  had  a 
significantly  hi^er  frequency  of  maternal  depression,  but  were  no 
different  from  other  groups  in  the  frequency  of  depression  or 
alcoholism  in  other  family  members.  Cotrpared  to  the  family  histo- 
ries of  a  group  of  alcoholics,  binge/purgers  tended  to  have  more 
family  members  with  depression,  and  to  have  more  frequent  alcoholism 
in  their  mothers  and  sisters.  Viesselman  and  Roig  concluded  that 
vMle  the  syirptoms  of  depression  in  anorexia  and  bulimia  may  resem- 
ble those  found  in  affective  disorders,  the  family  histories  of 
eating  disordered  patients  si;5port  the  diagnostic  distinctions 
between  affective  and  eating  disorders. 

While  the  family  histories  of  bulimics  irdicate  problems  with 
depression  and  alcoholism,  other  studies  have  found  disturbances  in 
family  relationships.  Johnson  and  Flach  (1985)  administered  a 
family  environment  scale  to  a  group  of  normal  weight  bulimic  pa- 
tients and  to  a  groip  of  controls.  In  addition  to  reporting  a 
higher  achievement  orientation  in  their  families  than  did  the 
controls,  bulimics  rated  their  families  as  more  conflicted,  less 
supportive,  less  encouraging  of  independence,  less  encouraging  of 
open  expression  of  feeling,  and  less  emphasis  on  recreational, 
intellectual,  and  social  activities.  The  two  family  variables  viiich 
best  predicted  the  severity  of  bulimia  were  family  disorganization 
and  hi^  achievement  orientation.  A  similar  characterization  was 
reported  by  Gamer  et  al.  (1985a)  vAio  studies  the  difference  between 
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family  ratings  of  bulimics  and  restricting  anorexics.  Anorexic 
bulimics  and  normal  wei^t  bulimics  perceived  significantly  more 
disturbance  in  their  families  than  did  the  restricting  anorexic 
group.  Bulimics  rated  their  families  as  more  conflicted  on  6  of  7 
family  functioning  scales,  suggesting  bulimics  perceived  their 
families  as  having  more  inpulse  problems.  In  addition,  Nagelberg  et 
al.  (1984)  found  women  vAio  binge  and  purge  feel  they  have  less  worth 
as  family  members  than  do  controls. 

Summary 
The  studies  reviewed  thus  far  represent  a  relatively  new  body 
of  literature  on  a  complex  multidetermined  syndrome  of  rising 
prevalence  in  college-age  women.  The  literature  contains  inconsis- 
tencies and  gaps,  however,  that  call  for  a  clearer  delineation  of 
the  bulimic  syndrome.  First,  inconsistencies  in  terminology  have 
led  to  the  use  of  the  term  "bulimia"  to  refer  to  both  a  syitptora 
(binge  eating)  and  a  syndrome  (a  pattern  of  repeated  binge  eating 
followed  by  efforts  to  compensate  for  those  binges  using  various 
wei^t  control  methods) .  Current  research  suggests  that  those  with 
the  sytrptom  and  the  syndrome  differ  in  important  ways,  but  only  one 
study  has  carefully  and  systematically  ej^lored  those  differences 
(Katzman  and  Wolchik,  1984).  Other  studies  (Nagelberg  et  al.,  1984; 
Sinoway,  1983)  have  cartpared  bingers-only  and  binge/faster-dieters 
with  those  vtoo  binge  and  purge,  but  they  did  not  use  full  ESM-III 
criteria  to  define  their  groips.  Further  research  is  needed  to 
delineate  the  ways  in  v*iich  those  with  the  DSM-III  syndrome  of 
bulimia  differ  from  those  with  binge  eating,  or  the  syitptom  of 
bulimia. 
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A  secxsnd  gap  in  the  research  on  the  bulimic  syndixone  is  the 
absence  of  a  stuc3y  v*iich  has  used  a  large-scale  randan  sanple  of 
college  wanen.  Halmi  et  al.  (1981) ,  Pyle  et  al.  (1983)  and  Sinoway 
(1983)  all  used  sizable  sanples,  but  they  used  only  summer  school  or 
freshmen  students.  The  incidence  of  binge  eating,  of  varioios  weight 
control  methods,  and  of  the  bulimic  syndrome  in  the  female  college 
population  has  yet  to  be  established  with  a  large,  randomly  chosen 
cross-section  of  female  imdergraduates. 

A  third  area  of  the  literature  v*iich  needs  exploration  is  the 
existence  of  subgroups  within  a  nonclinical  sairple  of  DSM-III 
bulimics.  Reports  from  clinicians  (Abraham  and  Beumont,  1982; 
lacey,  1982;  Jdinson,  1985)  indicate  that  within  the  syndrome  of 
biolimia,  patients  may  be  separated  into  subgroi:5>s  of  purgers  and 
nonpurgers,  or  into  subgroups  of  neurotic  and  borderline  personality 
features.  Sinoway  (1983)  found  trends  that  suggested  binge/purgers 
(in  a  nonclinical  population)  were  more  dysfunctional  (more  irtpal- 
sive  about  eating  and  stealing,  and  had  more  difficulties  adjusting 
because  of  their  eating  problems)  than  binge/dieters  for  f asters. 
Sinoway 's  groi^js,  however,  were  not  formed  according  to  full  ESM-III 
criteria,  and  the  differences  found  among  the  groups  jxost  approached 
statistical  significance.  The  present  author's  clinical  experience 
confirms  evidence  from  other  authors  (Abraham  and  Beumont,  1982; 
Pyle  et  al.,  1983)  that  within  the  syndrome  of  bulimia,  purging 
bulimics  have  greater  self-esteem  deficits,  greater  interpersonal 
difficulties,  and  more  problems  with  impulse  control  than  do  non- 
purging  bulimics.  No  stuc^  as  yet  has  looked  for  those  subgroup 
differences  in  a  nonclinical  sample  of  DSM-III  syndrome  bulimics. 
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A  fourth  area  into  v*iich  further  inquiry  is  needed  is  the 
degree  to  vMch  bulimics  in  a  nonclinical  sairple  exhibit  borderline 
personality  characteristics.  The  results  of  several  studies  indi- 
cate that  buliitiic  women  from  nonclinical  populations  have  greater 
self-esteem  deficits,  depression,  problems  with  iirpulse  control  and 
suicidal  thoughts  and  gestures  than  do  nonbulimics  and  binge  eaters 
(Johnson  et  al.,  1982;  Johnson  et  al.,  1984(b) ;  Katzinan  and  Wolchik, 
1984;  Pyleetal.,  1983;  Weiss  and  Ebert,  1983).  Several  studies 
have  found  borderline  personality  features  (iirpulse  dyscontrol, 
chronic  eitptiness,  lack  of  consistent  self -identity,  impaired 
interpersonal  relationships,  alcohol/drug  abuse  history)  in  bulimic 
patients  (Flanagan,  1984;  Johnson  and  Bemdt,  1983;  Lepkowsky,  1983; 
Mitchell  et  al.,  1985;  Pyle  et  al.,  1981;  Russell,  1979).  Lepkowsky 
(1983)  using  the  Conte  Borderline  Syndrome  Index  (Conte  et  al., 
1980)  found  bulimic  patients  had  significantly  greater  borderline 
personality  pathology  than  anorexic,  depressed,  or  normal  graaps. 
Several  authors  have  indicated  that  binge/purgers  in  particular  have 
more  problems  characteristic  of  the  borderline  personality,  includ- 
ing affective  instability,  low  self-esteem  and  depression,  and  lack 
of  control  over  iirpulses  than  do  normals  (Flanagan,  1984;  Johnson 
and  Flach,  1983)  or  bingers  only  (Katzman  and  Wolchik,  1984; 
Nagelberg  et  al.,  1984).  In  summary,  vMle  there  are  indications 
that  a)  bulimics  from  nonclinical  saiiples  exhibit  greater  difficul- 
ties characteristic  of  the  borderline  personality  than  normals  or 
bingers,  and  b)  purging  bulimics  have  particular  difficulty  with 
problems  characteristic  of  borderline  disturbance,  no  stucfy  has  yet 
tested  those  suggestions. 
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The  intention  of  the  present  study  was  to  extend  the  current 
literature  on  the  syndrome  of  buliinia  to  the  four  areas  outlined 
above:  the  syirptom-syndrome  differences;  the  incidence  of  binging, 
various  wei^t  control  methods,  and  the  buliinic  syndrome  in  a  random 
sample  of  college  women;  within  the  syndrome  of  bulimia,  the  differ- 
ences between  subgroups  of  purging  and  nonpurging  bulimics;  and  the 
level  of  borderline  personality  characteristics  in  bulimics  and  in 
buliinic  subgrotjps  in  a  nonclinical  sairple.   To  investigate  these 
areas,  four  groups  of  nonobese,  nonanorexic  (nomval  weight)  women 
were  selected  from  a  random  sairple  of  college  undergraduates. 
Subject  selection  was  performed  using  a  questionnaire  adapted  from 
those  of  other  authors  to  identify  bulimc  subjects.  The  following 
four  groups  were  studied:  a)  women  with  no  identified  eating 
problems  (called  the  normal  eater  or  control  grot?)) ;  b)  women  v*io 
identified  themselves  as  having  a  problem  with  binge  eating  but  v*io 
neither  met  all  of  the  DSM-III  criteria  for  bulimia  nor  used  vomit- 
ing or  laxatives  for  wei^t  control  (called  the  binge  eater  or 
syirptom  groi;^)) ;  c)  women  v^o  fit  the  DSM-III  criteria  for  the 
syndrotne  of  bulimia  and  v*io  used  self-induced  vomiting  and/or 
laxatives  for  weight  control  (called  the  pucging  bulimic  or  piarger 
group) ;  and  d)  women  v*io  fit  the  IJSM-III  criteria  but  did  not  lise 
vomiting  or  laxatives  for  weight  control  (called  nonpurging  bulimics 
or  nonpurgers) .  The  c)  and  d)  groups  were  combined  to  form  the 
bulimic  syndrome  group  (called  the  bulimic  syndrome) .   In  the 
present  study,  the  bulimic  syndrome  subjects'  scores  were  first 
analyzed  together,  then  separately  as  the  purging  bulimic  and 
nonpurging  bulimic  subgrocps. 


44 


The  grcx55s  were  cx3npared  on  the  basis  of  their  answers  to  three 
instruments:  the  Eating  Disorder  Inventory  (EDI)  vMch  has  8 
subscales  (Garnet  etal.,  1983b),  the  Conte  Borderline  Syndrome 
Index  (CBSI)  (Conte  et  al.,  1980);  and  the  Self-Other  Differentia- 
tion Instrument  (SODI)  vMch  was  developed  by  the  present  author  for 
use  in  this  study  and  viiose  results  were  considered  exploratory. 
The  EDI  was  lased  in  the  present  study  for  several  reasons.   First, 
several  scales  of  the  EDI  have  been  shown  to  discriminate  between 
those  v*io  ejdiibit  syooptoms  of  disordered  eating  (extreme  dietary 
restraint,  and  dieting  and  weight  preocct^jation)  and  those  with  the 
eating  disorder  syndrome  of  anorexia  nervosa  (Gamer  et  al.,  1983a) . 
Second,  a  considerable  amount  of  evidence  has  been  gathered  by  its 
authors  to  demonstrate  the  reliability  and  validity  of  the  EDI 
(Gamer  et  al.,  1983  b).   Third,  it  is  one  of  the  the  best- 
constructed  measures  available  of  a  range  of  psychological  and 
behavioral  traits  caramon  to  eating  disordered  individuals.  Fourth, 
the  EDI  is  quickly  and  easily  self-administered,  vMch  mde  it  an 
ideal  choice  for  inclusion  in  a  survey  by  mail. 

Table  2-1  lists  the  EDI  subscales  with  descriptions  of  the 
psychological  and  behavioral  characteristics  they  measure.  Gamer 
et  al.  (1983a)  found  that  both  dieters  and  anorexic  patients  had 
elevated  scores  on  the  Drive  for  Thinness,  Body  Dissatisfaction,  and 
Perfectionism  scales.  Anorexics,  however,  had  elevations  on  the 
other  five  scales.  In  the  same  study.  Gamer  et  al.  studied  a  group 
of  extreme  dieters  v*iose  scores  on  seven  of  the  scales  were  not 
significantly  lower  than  those  of  the  anorexic  patients.  The  only 
scale  on  v4iich  this  grot^j  of  dieters  scored  significantly  lower  than 
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the  anorexics  was  the  Ineffectiveness  Scale.  Gamer  et  al.  conclud- 
ed that  vfeile  certain  syirptoms  occur  along  a  continuum  viiich  is 
shared  by  eating  disordered  individuals  and  other  wei^t-preoccupied 
and  diet-preoccij^jied  women,  those  with  eating  disorders  have 
concomitant  psychopathology  vMch  the  other  women  do  not.  The 
scales  identified  by  Gamer  et  al.  (1983a)  and  the  authors  of  the 
EDI  (Gamer  et  al.,  1983b)  vAiich  measure  the  fundamental  aspects  of 
eating  disorder  pathology  are  the  Ineffectiveness,  Interpersonal 
Distrust,  Interoceptive  Awareness,  and  Maturity  Fears  scales,  with 
particular  enphasis  placed  on  the  iirportance  of  the  Ineffectiveness 
Scale. 

Six  of  the  EDI  scales  were  tested  for  convergent  and  discrimi- 
nant validity  for  a  saitple  of  anorexic  patients  (Gamer  et  al., 
1983b) .  The  Drive  for  Thinness  Scale  correlated  hi^Hy  with  mea- 
sures of  dietary  restraint  and  anorexic-like  attitudes.  The  Bulimia 
scale  was  related  to  measures  of  lack  of  self-control,  restraint, 
and  body  dissatisfaction.  The  Body  Dissatisfaction  Scale  was  most 
related  to  dissatisfaction  with  body  parts  v*iich  mature  at  puberty; 
(i.e.  breasts,  hips,  thighs) .  The  Ineffectiveness  Scale  was  related 
to  measures  of  depression,  low  self-esteem,  and  external  locus  of 
control.   Perfectionism   was   most  related   to   interpersonal 
sensitivity  on  the  Hopkins  Syrrptom  Checklist  and  Interpersonal 
Distrust  was  related  to  low  self-esteem  and  depression.  Coitparable 
data  were  vinavailable  for  the  Interoceptive  Awareness  and  Maturity 
Fears  scales. 

The  Conte  Borderline  Syndrome  Index  (Conte  et  al.,  1980)  was 
inclioded  in  the  present  study  as  a  measure  of  the  characteristics  of 


46 


Table  2-2 

EDI  SCALES 

Drive  for  Thinness:  excessive  cxsncem  with  dieting  and  preocci;5)ation 
with  wei^t;  entrenchment  in  extreme  pursuit  of  thinness; 
ardent  wish  to  lose  and  fear  of  gaining  weight 

Bulimia:  tendency  toward  loncontrollable  overeating  and  may  be 
followed  by  ioopulse  to  engage  in  self-induced  vomiting 

Body  Dissatisfaction:  belief  that  specific  parts  of  body  associated 
with  shape  change  at  puberty  are  too  large 

Ineffectiveness:  feelings  of  general  inadequacy,  insecurity, 

worthlessness,  not  having  control  over  one's  life;  a  hi^ily 
negative  self-concept 

Perfectionism:  excessive  personal  expectations  for  sijperior 
achievement 

Interpersonal  Distrust:  sense  of  alienation  and  general  reluctance 
to  form  close  relationships,  unable  to  form  attachments  and 
feel  comfortable  ej^ressing  emotions  toward  others 

Interoceptive  Awareness:  lack  of  confidence  in  recognizing  and 
accurately  identifying  emotions  and  sensations  of 
hunger/satiety 

Maturity  Fears:  wish  to  retreat  to  security  of  pre-adolescent  years 
because  of  overv^tielming  demands  of  adulthood 
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borderline  personality  disturbance.  The  CBSI  was  found  to  discrimi- 
nate borderline  personality  patients  from  normals,  depressed  outpa- 
tients and  iipatient  schizophrenics.  Borderline  patients  endorsed 
more  items  than  the  other  groi:^  related  to  iitpaired  object  rela- 
tions, irtpulsivity,  emptiness  and  depression,  depersonalization,  and 
lack  of  self -identity.  When  the  CBSI  has  been  used  with  eating 
disordered  patients,  bulimics  have  scored  well  into  the  borderline 
personality  disorder  range,  beyond  anorexic,  normal,  and  depressed 
women  (Lepkowsky,  1983) .  In  the  present  study,  the  CBSI  will  be 
xised  to  determine  viiether  a  group  of  DSM-III  bulimics  from  a 
nonclinical  sanple  have  more  features  of  the  borderline  disorder 
than  either  normals  or  binge  eaters,  and  within  the  bulimic  group, 
v^ether  the  purging  bulimic  subgroup  has  more  borderline  features 
than  does  the  nonpurging  bulimic  subgrov^).  Using  both  the  CBSI  and 
the  EDI,  the  hypotheses  in  the  following  section  were  tested. 

Hypotheses 
!•   The  syndrome  group  will  have  significantly  hic^er  scores  than 

the  control  group  on  all  EDI  scales  and  on  the  CBSI. 

The  EDI  was  designed  to  measure  psychological  and  behavioral 
characteristics  of  eating  disorder  pathology.  It  is  expected  that 
bulimic  syndrome  individuals  within  a  nonclinical  population  should, 
by  definition,  show  significantly  greater  disturbance  on  the  EDI. 
Such  differences  will  also  lend  credence  to  the  method  used  in  the 
present  study  to  identify  and  group  bulimic  women. 

Bulimic  syndrome  subjects  are  also  expected  to  show  signifi- 
cantly more  borderline  features,  as  measured  by  the  CBSI,  than 
control  subjects.   Problems  in  interpersonal  relationships,  in 
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affective  stability,  and  in  iirpulse  control,  have  all  been  found  to 
a  significantly  greater  degree  among  bulimic  women  than  among 
nonbulimic  women  (Johnson  et  al.,  1984(a);  Lepkowsky,  1983;  Pyle  et 
al.,  1983). 

2'   The  syndrome  group  will  have  significantly  higher  scores  than 
the  symptom  group  on  three  EDI  scales;  Interpersonal  Distrust, 
Ineffectiveness,  and  Maturity  Fears. 

Results  from  previous  studies  have  suggested  that  the  lA,  ID 
and  MF  scales  of  the  EDI  are  hi^xLy  correlated  with  disturbances  in 
self-esteem  and  psychological  maturity  (Gamer  et  al.,  1983(a)  and 
b) .  The  present  hypothesis  is  based  on  previously  cited  evidence 
vAiich  indicates  that  bulimic  syndrome  subjects  suffer  greater 
depression  and  self-esteem  problems  than  do  binge  eaters  (Katzman 
and  Wolchik,  1984) . 

3.  The  symptom  group  will  have  significantly  hi^er  scores  than 
the  control  group  on  three  EDI  scales;  Body  Dissatisfaction. 
Drive  for  Thinness,  and  Bulimia. 

The  present  hypothesis  is  based  on  research  evidence  v*iich 
suggests  that  scores  on  the  BD,  DT,  and  B  scales  are  higher  in 
groups  of  wei^t  preoccupied  women  than  in  control  groi^js  (Gamer  et 
al.,  1983a) .  In  addition  other  studies  have  shown  that  as  a  group, 
binge  eaters  tend  more  than  nonbingers  to  have  a  more  negative  body 
image,  to  eat  vincontrollably,  and  to  ejdiibit  greater  dietary  re- 
straint (Hawkins  and  Clement,  1980;  Ondercin,  1979;  Sinoway,  1983; 
Wolf  and  Crowther,  1983) . 

4.  Within  the  syndrome  group,  the  purgers  will  have  significantly 
hi^er  scores  than  the  nonpurgers  on  the  Interpersonal  Distrust 
and  Ineffectiveness  scales. 
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This  hypothesis  is  based  on  studies  by  Abraham  and  Beumont 
(1982),  Pyle  et  al.  (1983),  and  Sinoway  (1983),  all  of  which  suggest 
that  subgroups  of  purging  and  nonpurging  bulimics  may  exist  within 
the  syndrome  of  bulimia,  and  that  purgers  are  more  cfysfunctional . 
It  is  proposed  that  the  purging  bulianics  in  the  present  nonclinical 
saitple  will  show  more  c^sfunction  on  the  two  scales  most  related  to 
self-esteem  and  interpersonal  relationships  than  will  the  nonpurging 
bulimics. 

5'   The  syndrome  group  will  have  significantly  hictfier  scores  on  the 

CBSI  than  the  symptom  group. 

Bulimic  subjects  in  nonclinical  samples  have  been  shown  to  have 
greater  problems  with  self-esteem,  depression,  and  irtpulsivity  than^ 
binge  eaters  (Katzman  and  Wolchik,  1984;  Nagelberg  et  al.,  1984). 
It  is  hypothesized  that  the  bulimics'  greater  difficulties  will  be 
reflected  in  higher  CBSI  scores. 
^'       The  purging  bulimic  group  (puigers)  will  have  significantly 

higher  scores  on  the  CBSI  than  will  the  nonpurging  bulimic 

(nonpurqers)  group. 

It  is  hypothesized  that  purgers  will  have  significantly  more 
problems  characteristic  of  borderline  personalities  than  will  the 
norpurgers.  This  hypothesis  is  based  on  evidence  that  purgers  show 
less  iitpxLse  control  and  social  compliance  than  nonpurgers 
(Nagelberg  et  al.,  1984) .  In  addition  other  authors  have  suggested 
that  purgers  are  more  severe  bulimics  than  nonpurgers  (Halmi  et  al. , 
1981;  Pyle  et  al.,  1983;  Sinoway,  1983).  It  is  the  present  author's 
eJ5)erience  that  purgers  in  clinical  settings  have  significantly 
greater  prc±)lems  than  do  nonpurgers  in  impulse  control,  acquiring 
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and  maintaining  interpersonal  relationships,  and  regiilating  their 
affect.  It  is  postulated  that  this  difference  will  also  be  present 
in  a  nonclinical  population. 


CHAPTER  III 
METHOD 

Subjects 

The  s\±ijects  in  this  study  were  undergraduate  women  at  the 
University  of  California,  Santa  Barbara,  v^o  were  surveyed  by  mail 
according  to  the  procedure  described  in  this  chapter.  Participation 
was  voluntary  and  subjects'  identities  were  strictly  confidential. 
No  direct  cotrpensation  was  offered  but  subjects  were  given  the 
opportunity  to  receive  a  summary  of  the  study's  results.  In  addi- 
tion they  were  given  access  to  information  and/or  counseling  for  any 
problems  they  had  with  eating  disorders  (see  i^pendix  A  for  a  copy 
of  the  introductory  letter) . 

Materials 

Copies  of  the  materials  developed  by  the  present  author  for  lase 
in  this  study  may  be  found  in  the  appendices  in  the  following  order: 
Wei^t  Management,  Eating  and  Exercise  Habits  Questionnaire  (WSQ) 
and  its  introductory  letter.  Appendix  A;  Self-Other  Differentiation 
Instrument  (SODI) ,  /^pendix  B;  and  Fainily  History  Questionnaire 
(FHQ) ,  Appendix  C. 
The  WMQ 

The  WSQ  was  developed  following  a  general  format  losed  by  a 
number  of  authors  (Halmi  et  al.,  1981;  Johnson  et  al.,  1982;  Katzman 
and  Woldhik,  1984;  Stuckey,  Lewis,  Jacc±),  Johnson  and  Schwartz, 
1981) .  The  format  includes  an  qperationalized  version  of  the 
DSM-III  criteria  for  bulimia  v*iich  was  losed  to  separate  subjects 
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into  the  experimental  groins.   The  questionnaire  was  divided  into 
four  sections,  three  of  v*dch  were  used  to  identify  the  four  gnx^js. 
Section  A  asked  questions  ahiout  the  subjects'  current  and  past 
wei^t.  Section  B  contained  questions  related  to  exercise,  dieting, 
and  other  inethods  subjects  had  xosed  in  the  past  two  months  to  reduce 
and/or  control  their  weight,  and  the  frequency  with  vMch  those 
inethods  were  used.   Exercise  inethods  were  activities  in  vMch 
college  students  frequently  engage  for  wei«^t  loss.  Dietary  inethods 
represented  habits  v^iich  are  common  to  both  eating  disordered  and 
"average"  college  women.  Many  of  the  habits  were  included  on  the 
recommendation  of  the  University  dietician  v*io  views  their  frequent 
anchor  combined  use  as  an  early  sign  of  an  eating  disorder.  Section 
C  contained  information  designed  to  help  direct  the  dissemination  of 
information  in  eating  and  exercise  to  university  women.  Section  D 
included  questions  specific  to  the  type  and  frequency  of  behaviors 
and  attitudes  associated  with  students'  binge  eating. 
The  Eating  Disorder  Inventory  (EDI) 

The  EDI  is  a  64  item,  self-report  inventory  designed  to  assess 
a  broad  range  of  psychological  and  behavioral  traits  common  in 
anorexia  nervosa  and  buliinia.  A  considerable  amount  of  evidence  has 
been  collected  to  demonstrate  the  validity  of  the  EDI.  Significant 
correlations  were  found  between  the  EDI  subscales  scores  of 
anorexics  and  their  scores  on  the  Eating  Attitudes  Test;  on  Herman 
and  Polivy's  measure  of  dietary  restraint;  on  bocfy  dissatisfaction; 
on  depression  as  measured  by  the  BDI;  on  somatization, 
obsessionality,  anxiety,  depression,  and  interpersonal  sensitivi-ty 
as  measured  ty  the  Hcpkins  Synptom  Checklist;  and  on  external  locus 
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of  control  and  lack  of  self-control  (Gamer  et  al.,  1983b).   In 
addition  reliability  coefficients  for  the  eight  subscales  range  from 
.82  to  .90  for  anorexics  and  from  .65  to  .91  for  normals  (Gamer  et 
al.,  1983b). 

Si±)jects  responded  to  each  EDI  item  by  rating  viiether  the  item 
applied  "always,"  "usually,"  "often,"  "saraetimes,"  "rarely,"  or 
"never."  The  most  extreme  responses  ("always"  or  "never,"  depending 
on  the  keyed  direction)  received  a  score  of  3;  the  responses  adja- 
cent to  the  extreme  received  a  2;  the  next  response  a  1  and  the 
three  responses  opposite  the  most  extreme  were  scored  zero.  Scores 
for  the  subscales  were  the  sums  of  items  included  in  each  subscale. 
Conte  Borderline  Syndrome  Index 

The  CBSI,  developed  by  Conte,  Plutchnik,  Karasu,  and  Jerrett 
(1980) ,  was  lised  to  detect  the  presence  of  characteristics  of  the 
borderline  personality  syndrome  as  defined  by  the  DSM-III  and  other 
investigators  (Masterson,  1977) .  The  52  items  of  this  self-report 
questionnaire  reflect  characteristics  such  as  poor  irtpulse  control, 
absence  of  a  consistent  self -identity,  depression,  anhedonia, 
ijrpaired  object  relations,  depersonalization,  and  a  number  of  other 
syirptoms.  Subjects  indicated  by  marking  "yes"  or  "no"  on  items, 
v^ether  the  statement  described  the  way  they  \asually  feel.   A 
subject's  score  was  a  sum  of  the  "yes"  responses,  each  of  vMch 
counts  as  one  point.  Raw  scores  may  be  converted  to  percentile 
scores  for  coirparison  with  standards  for  normal  and  borderline 
personalities.  The  CBSI  has  a  reliability  coefficient  of  .92  and 
has  been  found  to  discriminate  effectively  between  patients  diag- 
nosed as  having  a  borderline  personality  disorder  and  groups  of 
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normals,  depressed  oul^jatients  and  inpatient  schizophrenics     (Conte 

et  al.,  1980). 

Self-Other  Differentiation  Instrument 

Subjects  ccaipleted  a  Self -Other  Differentiation  Instrument 
(SODI)  vMch  was  adapted  from  the  Repertory  Grid  Test  developed  from 
George  Kelly's  personal  construct  theory.  According  to  construct 
theory,  a  clear  sense  of  self-identity  is  possible  only  if  an 
individual  can  elaborate  a  pattern  of  differences  and  simlarities 
between  him  or  herself  and  others.  The  Repertory  Grid  operation- 
alizes  the  concept  of  self-identity  by  requiring  an  individual  to 
numerically  rate  a  series  of  people  including  him  or  herself  on  a 
list  of  bipolar  dimensions  of  meaning,  or  constructs.  A  differenti- 
ation score  is  obtained  by  summing  the  absolute  values  of  the 
differences  between  the  self-ratings  and  the  ratings  of  each  of  the 
other  persons  on  each  of  the  constructs  (Adams-Webber,  1984) .  An 
average  differentiation  score  is  coirputed  for  each  person  rated 
other  than  the  self. 

Research  and  clinical  observation  have  suggested  that  persons 
with  eating  disorders  have  difficulty  with  the  developmental  task  of 
separating  and  individuating  from  their  families  (Boskind-White  and 
White,  1981;  Bruch,  1973;  Minuchin,  Rosman,  and  Baker,  1978). 
Nagelberg  et  al.  (1984)  found  that  compared  to  nonnal  women, 
binge/purgers  felt  they  had  less  worth  as  family  members.  Johnson 
and  Flach  (1985)  found  bulimics  characterized  their  families  as 
having  a  hi^  enphasis  on  achievement  and  a  low  errphasis  on  indepen- 
dence and  self-reliance.  Their  families  lacked  emotional  si^^port 
and  were  filled  with  chronic  anger  and  other  si-^spressed  emotions. 
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The  nature  of  these  families  as  seen  by  their  ciau^ters  presented  a 
classic  double-bind,  v^iere  the  dau^ters  were  expected  to  achieve 
but  were  not  encouraged  to  attain  independence,  self-reliance,  or 
assertive  self-ejqjression.  These  conflicting  demands,  accorxUng  to 
Johnson  and  Flach,  lead  to  feelings  of  ineffectiveness  and  low 
self-esteem. 

The  SODI  was  developed  by  the  present  author  to  explore  the 
ways  in  vMch  bulimic  and  nonbuliinic  women  differentiate  themselves 
from  significant  others.   The  SODI  consists  of  four  sets  of  ten 
bipolar  constructs.  The  first  set  represents  "Yourself;"  the  second 
set,  "Parent  to  Whom  You  Feel  Closest;"  the  third,  "Sister  to  Whom 
You  Feel  Closest;"  and  the  last,  "Brother  to  Whom  You  Feel  Closest." 
The  ten  constructs  were  chosen  from  a  pool  of  constructs  developed 
by  several  clinicians  ^)ecializing  in  eating  disorders.  The  con- 
structs chosen  were  those  viiich  the  clinicians  decided  were  most 
salient  to  the  self-concept  of  bulimics.  Each  of  the  ten  constructs 
is  measured  on  a  13-point  scale,  with  0  as  the  mid-point  and  each 
enc^int  representing  either  the  negative  or  positive  extreme  of  the 
scale.   Three  scores  were  obtained  for  each  subject  by  (a) 
converting  all  scale  scores  to  scores  from  1-13,  with  l  as  the 
negative  extreme  and  13  as  the  positive  extreme;  (b)  subtracting 
each  construct  score  in  the  Parent,  Sister,  and  Brother  sets  from 
their  counterparts  in  the  Self  set;  (c)  summing  the  10  difference 
scores  for  the  three  sets  of  corrparisons  (Self-Parent,  Self-Sister, 
Self-Brother) .  Three  average  difference  scores  were  cotrputed  for 
each  of  the  syitptom,  control,  purging  bulimic,  and  norparging 
bulimic  groups. 
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Procedure 
Sarple  Selection 

These  data  were  collected  as  part  of  a  joint  researxdi  project 
carried  out  by  the  Chancellor's  Office,  the  Student  Health  Service, 
and  Counseling  and  Career  Services  of  the  University  of  California 
at  Santa  Barbara.  A  random  sairple  of  1,487  women  was  selected  form 
the  population  of  undergraduate  women  at  the  University  of  Califor- 
nia, Santa  Barbara.  They  were  nailed  packets  containing  the  VM2  and 
the  letter  of  introduction.  Packets  were  mailed  again  to  those  v*io 
had  not  responded  after  two  weeks.  The  final  sanple  consisted  of 
813  women,  or  54.56%  of  those  surveyed  (see  Table  2-2  for  a  summary 
of  demographic  characteristics  of  the  respondents) .  All  data  were 
collected  over  the  Winter  and  Spring  Quarters  of  1985. 
Groap  Selection 

Four  groi^js — control,  symptom,  purging  bulimic,  and  nonpurging 
bulimic— were  chosen  on  the  basis  of  their  answers  to  questions  on 
the  VIMQ.     The  following  is  a  description  of  the  criteria  for  inclu- 
sion in  each  gracp. 
Control  (Normal  Eater)  Group 

Subjects  were  inclioded  if  they  met  all  of  the  following: 
1.   Si±)ject  was  within  normal  body  weight. 

Normal  boc^  wei^t  =  >  lower  limit  and  <  i^jper  limit  of  weight 

range. 

l^jper  limit  = 

[(Hei^t  in   feet)  (20)  + (ht.   in   inches)  (5)  ]+[20%[ht.   in 

ft)  (20)+(Ht.  in  inches)  (5)  ] 
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Lower  limit  = 

[(Height  in   feet) (20)+ (ht.   in   inches) (5) ]-[20%[ht.   in 

ft) (20)+(Ht.  in  inches) (5) ] 

2.  Subject  indicated  no  past  or  current  problem  with  anorexia 
nervosa,  unhealthy  underwei^t,  overweight,  or  csbesity. 

3.  Svibject  had  not  attempted  to  lose  and/or  control  her  weii^t  in 
the  last  month  by  engaging  in  any  one  of  the  following  activi- 
ties more  than  once  daily:  jogging,  swimming,  walking,  aerobic 
dance,  or  other  exercise. 

4.  Subject  had  not  attempted  to  lose  and/or  control  her  wei^t  in 
the  last  month  by  daily  engaging  in  more  than  one  of  the  above 
activities. 

5.  In  the  last  month  subject  vised  any  one  of  the  following  to 
reduce  and/or  control  her  weight  less  than  once  a  week:  eating 
on  a  special  diet,  going  24  hours  without  food  (fasting) ,  or 
skipping  meals. 

6.  In  the  last  month  subject  did  not  use  any  of  the  following  to 
reduce  and/or  control  her  wei(^t:  laxatives,  diuiretics, 
appetite  control  pills,  vomiting,  chewing  and  spitting  out 
food,  or  other  methods  of  purging. 

7.  Si±)ject  indicated  no  problem  with  binge  eating. 

Purging  and  Nonpurqinq  Bulimic  Groups  (Combined,  the  purging  and 
nonpurging  groi:ps  form  the  Bulimic  Syndrome  Group) 
Subjects  were  included  if  they  met  all  of  the  following: 
1.   Subject  indicated  she  has  a  problem  with  binge  eating. 


58 


2.  Subject  met  thr-ee  of  the  following  five  criteria: 

a.  Prefers  always,  frequently,  or  occasionally  to  binge  in 
private; 

b.  Prefers  always,  frequently,  or  occasionally  to  binge  on 
sweet,  easily  digested  food; 

c.  Stops  binge  eating  always,  frequently,  or  occasionally  by 
sleeping,  by  being  interrupted  by  others,  vdien  her  stomach 
hurts,  or  v^en  she  vomits; 

d.  In  the  last  month  she  controlled  ancS/or  reduced  her  wei(^t 
by 

-Using  laxatives,  or  vomiting,  or  chewing  and  spit- 
ting out  food  at  least  once  a  month;  or 
-Eating  on  a  special  diet,  or  fasting,  or  skipping 
meals  at  least  once  a  week. 

3.  Subject  gained  and  lost  ten  or  more  pounds  in  the  last  month 
due  to  binging  and  dieting  or  fasting. 

4.  Si±»ject  was  within  normal  boc^  weight  range. 

5.  Subject  answered  always,  frequently,  or  occasionally  to  either 
of  the  follcwing: 

"I  feel  I  jxjst  can't  step  eating  v*ien  I  binge;"  or 
"I  feel  badly  about  myself  v*ien  I  binge." 

6.  Subject  indicated  no  current  or  past  prc±ilem  with  anorexia 
nervosa. 

7.  Purging  bulimics 

The  purging  bulimics  (purgers)  used  any  of  the  following  at 
least  once  in  the  last  month  to  reduce  and/or  control  their 
weight:  laxatives,  vomiting,  or  chewing  and  spitting  out  food. 
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8.   Nonpurging  bulimics 

The  nonpurging  bulimics  (noipurgers) 

-did  not  x:ise  laxatives,  vomiting,  or  chewing  and 

spitting  out  food  in  the  last  month,  and 

-had  binged  at  least  three  times  in  the  last  month. 

Syjoptom  (Binge  Eater)  Group 

Subjects  were  included  if  they  met  all  of  the  following: 

1.  Subject  indicated  she  had  a  problem  with  binging. 

2.  Subject  did  not  meet  all  the  criteria  for  the  bulimic  group. 

3.  Subject  had  not  vised  laxatives  or  vomiting  to  ireduce  and/or 
control  her  wei^t  in  the  last  month. 

4.  Subject  was  within  normal  body  weight  range. 

5.  Svibject  had  indicated  no  past  or  current  problem  with  anorexia 
nervosa. 

Of  the  813  respondents,  151  were  included  in  the  contrxDl  group, 
51  in  the  synptom  grot^j,  73  in  the  nonpurging  bulimic  group,  and  46 
in  the  purging  bulimic  grot^.  A  second  packet  consisting  of  the 
EDI,  the  CBSI,  the  SODI,  and  the  FHQ,  was  mailed  to  the  321  sub- 
jects. A  response  rate  of  74.14%  (239)  subjects  was  obtained  from 
this  mailing. 

Data  Analysis 
The  data  were  analyzed  losing  MANOVA  and  ANOVA  procedures  to 
test  for  overall  grot^)  effects  for  the  six  hypotheses.   Hypotheses 
1,  2,  3  and  5  were  tested  using  the  MANOVA  procedure  to  ccmpare  the 
control,  syitptom,  and  bulimic  syndrome  groi;5)s  on  the  8  EDI  scales. 
Hypothesis  1  and  5  were  also  tested  using  a  one-way  ANOVA  to  conpare 
the  three  groups  on  the  CBSI.   Hypothesis  6  was  tested  with  a 
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one-way  ANOVA  conparing  fcur  groi^js  (the  purging  bulimics, 
nonpurging  bulirtdc,  symptom,  and  cxDntrol  groi^))  on  the  CBSI. 
Hypothesis  4  was  tested  using  the  MANC5VA  procedure  to  corrpare  the 
four  gnxps  on  the  EDI  scales. 

Since  ei^t  ANOVAS  were  performed  on  the  EDI  subscales,  to 
control  for  any  inflation  of  the  alpha  level  and  to  insure  a  conser- 
vative interpretation  of  the  results,  Dunn's  procedure  was  enployed 
(Kirk,  1982) .  This  procedure  divides  the  losually  accepted  alpha 
level  of  .05  by  the  number  of  tests  performed.  Thus,  an  alpha  of 
.0063  was  set  as  the  required  level  of  significance  for  the  EDI 
ANOVAS. 

Ihe  SODI  was  analyzed  xosing  the  MANOVA  procedure  to  coirpare  the 
four  groips  on  the  three  SODI  differentiation  scores,  the  Self- 
Parent,  Self-Sister,  and  Self-Brother.  Using  Dunn's  procedure,  an 
alpha  level  of  .017  was  ertployed.  Tukey's  t-test  procedure  was  losed 
to  determine  significant  differences  between  groip  means.  These 
analyses  were  considered  ej^loratory  and  will  be  reported  as  trends 
with  implications  for  future  research. 


CHAPIER  IV 
RESUUrS 


This  chapter  will  be  divided  into  three  sections,  with  the 
first  describing  the  eating  behavior  and  weight-related 
characteristics  of  the  sairple;  the  second  describing  the  results  of 
the  tests  of  the  hypothesis;  and  the  third  describing  the  results  of 
the  SODI.  Numbers  appearing  in  the  tables  have  been  rounded  off  to 
the  second  decimal  point. 

Eating  Behavior  and  Weight-Related  Characteristics 

The  average  hei^t,  actual  wei^t,  and  ideal  wei^t  of  the  813 
women  in  the  sairple  are  shown  in  Table  4-1.   Also  shown  are  the 
frequencies  with  vMch  wconen  reported  currently  having  a  problem 
with  anorexia  nervosa,  deliberately  staying  lanhealthily  underwei(^t, 
being  unintentionally  underwei^t,  being  overwei^t,  or  being  obese. 
While  90.7%  of  the  sairple  were  within  normal  bocty  wei^t  range  for 
their  hei^t,  25.1%  of  the  sairple  claimed  to  have  a  current  problem 
with  being  either  overweight  or  obese.  It  is  interesting  that  the 
mean  ideal  weight  of  the  sample  is  8.74  pounds  less  than  the  mean 
actual  wei(^t.  Body  size  distortion  and  body  weight  dissatisfaction 
are  common  among  college  women  and  this  sairple,  it  appears,  is  no 
exception. 

The  frequency  with  v^iich  women  in  this  sairple  met  each  of  the 
criteria  for  the  bulimic  syndrome  groc^j  is  presented  in  table  4-2. 
Of  the  813  respondents,  265  or  32.6%  claimed  to  have  a  problem  with 
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binge  eating.  Ihree  or  more  of  the  five  criteria  for  bulimia  were 
met  by  26.57%  of  the  total  sairple.  Two  hundred  and  three  subjects 
or  24.79%  reported  they  "always,  frequently,  or  occasionally"  felt 
they  couldn't  stop  eating  v^en  they  binged,  and  248  or  30.50% 
reported  they  felt  badly  about  themselves  after  a  binge  "always, 
frequently,  or  occasionally."  Only  18  subjects  (2.2%)  reported 
having  anorexia  nervosa  in  the  past,  and  6  (.73%)  reported  currently 
having  it.  Purging  methods  were  used  at  least  once  a  month  by 
11.07%  of  the  sairple  (90  subjects) .  The  criterion  of  >  3  binges  in 
the  last  month  was  met  by  169  subjects,  or  20.79%  of  the  sample. 
The  purging  bulimic  groip  represented  5.66%  of  the  sairple;  the 
norpurging  bulimics,  8.98%;  and  the  symptom,  6.27%  of  the  sample. 
The  purging  and  norpurging  bulimic  groups  together  formed  the 
bulimic  syndrcsme  grovp,  v*iich  comprised  14.64%  of  the  total  sample. 
Major  Findings;  The  EDI  and  the  CBSI 
The  EDI  resialts  were  first  analyzed  using  the  MANOVA  procedure 
to  cottpare  the  symptom,  control  and  syndrome  groi^is.  They  were 
again  analyzed  using  the  MANOVA  to  coirpare  the  syirptom,  control, 
purging  bulimic,  and  nonpurging  bulimic  groups.   The  CBSI  was 
analyzed  in  two  separate  ANOVAS,  one  coitparing  the  three  groups  and 
the  other  cortparing  the  four  groups.     The  order  of  presentation  of 
these  results  is  as  follows: 

1.  MANOVA  results  of  the  three  groups  on  the  EDI 

2.  Tukey's  t-test  for  significant  differences  between  group  means 

3.  Simmary  of  si;5)port/nonsupport  for  hypotheses  1,  2,  3 

4.  ANOVA  results  cortparing  the  three  groi;5)s  on  the  CBSI 

5.  Tukey's  t-tests  for  significant  differences  between  means 
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Table  4-1 

WEIGHT-RELATED  CHARACTERISTICS  (OF  813  RESPONDENTS) 
Mean  Ht  (ft/in)        Mean  Wt.  (lbs)        Mean  Ideal  Wt  (lbs) 

5'  6.93"  127.78  119.04 


Yes-past  Yes-now 

Ever  had  a  problem  with:  percent         percent 


Anorexia  Nervosa  2.2%  0.73% 

Unhealthy  Underwei^t  9.10%  1.23% 

Underweight  7.62%  1.85% 

Unhealthy  Overwei^t  41.57%  23.99% 

Obesity  1.85%  1.11% 
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Table  4-2 


216 

26.57% 

196 

24.11% 

237 

29.15% 

229 

28.17% 

n^EQUENCY  OF  TOTAL  SAMPIE  MEETING  THE  CRITERIA  FOR 
BUUMIC  SYNDRC^ffi 


Criterion  N  Percent 

(of  813) 

A.  Yes  to  "Do  you  have  a  problem  with         265      32.6% 
binge  eating? 

B.  Yes  to  three  of  more  of  the  following: 

1.  Always/ frequently/occasionally  binges 
in  private 

2.  A/f/o  prefers  to  binge  on  sweet, 
easily  digested  food 

3.  A/f/o  stops  binging  by  sleeping, 
being  interrupted,  stomach  pain, 
or  vomiting 

4.  In  last  month  used  laxatives,  or       492      60.52% 
vomiting,  or  chewing  and  spitting 
out  food  at  least  once   OR 
Ate  according  to  a  special  diet, 
or  fasted,  or  skipped  meals  at  least 
once  a  week 

5.  Has  gained  and  lost  at  least  10  lbs     72       8.87% 
in  last  month  due  to  binging  and 
dieting  or  fasting 

C.  Within  normal  body  weii^t  range 

D.  A/f/o  to  either  "I  feel  I  can't  stop 
eating  vSien  I  binge"   ^ 
"I  feel  badly  about  myself  after  I 
binge" 

E.  Did  not  answer  yes  to  "Did  you  ever 
have  a  problem  with  anorexia  nervosa?" 

F.  Did  not  answer  yes  to  "Do  you  now  have 
a  problem  with  anorexia  nervosa?" 

G.  Purging  bulimics:  Yes  if  they  met  all 
bulimic  criteria  and  in  the  last  month 
took  laxatives,  vomited,  or  chewed  and 
spit  out  food  at  least  once. 

H.   Nonpurging  bulimics:  Yes  if  they  met       73       8.98%         ; 
bulimic  criteria,  did  not  meet  purging  ;i 

criteria,  and  had  >  3  binges  in  the  last  % 

month. 


738 

90.78% 

203 

24.97% 

248 

30.50% 

795 

97.79% 

807 

99.26% 

46 

5.66% 
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6.  Summary  of  si:53port/nonsi:53port  for  hypothesis  1,  5 

7.  MANOVA  results  cxarparing  the  four  grou^js  on  the  EDI 

8.  Tukey's  T-tests  for  significant  differences  between  means 

9.  Summary  of  sv^jport/nonsu^port  for  hypothesis  4 

10.  ANOVAS  results  conparing  the  four  grovps  on  the  CBSI 

11.  Tukey's  T-tests  for  significant  differences  between  means 

12.  Simmary  of  si^jport/nonsupport  for  hypothesis  6 
MANOVA  Results  for  Three  Groups  on  the  EDI 

The  MANOVA  comparing  the  control,  synptom,  and  bulimic  syndrome 
groups  on  the  EDI  was  significant  (F (16, 456) =9. 58;  p<  0.0001).  The 
ANOVAS  conparing  the  three  groups  on  each  of  the  scales  are  present- 
ed in  Tables  4-3  throu^  4-10.  Significant  results  were  found  for 
Drive  for  Thinness  ((F(2,235)=70.55;  p<  0.0001);  Bulimia  (F(2,235)= 
40.02,  p<  0.0001);  Bocfy  Dissatisfaction  F(2,235)=33.29,  p<  0.0001); 
Ineffectiveness  (F (2, 235) =11. 06,  p<  0.0001);  and  Interoceptive 
Awareness  (F (2, 235) =17. 44,  p<  0.0001).  Trends  toward  significance 
were  found  for  Interpersonal  Distrust  (F (2, 235) =4. 87,  p<  0.0195)  and 
Maturity  Fears  (F(2,235)=4.87,  p<  0.0084). 
T-Tests  for  Significant  Differences  Between  Means 

The  Tukey's  t-tests  for  significant  differences  between  means 
of  the  three  groips  on  5  EDI  variables  are  presented  in  Tables  4-11 
through  4-15.  All  t-tests  were  performed  using  an  alpha  level  of 
.05. 

An  exaitiination  of  the  group  means  for  Drive  for  Thinness 
indicates  that  the  bulimic  syndrome  group  had  significantly  hi^er 
scores  than  the  synptom  or  control  groips.  The  mean  of  the 
synptom  group  was  significantly  higher  than  that  of  the  control 


66 


grai:55'  A  similar  pattern  (bulimic  syndrome  >  syirptom  >  control)  of 
means  was  found  for  the  Boc3y  Dissatisfaction  scale. 

For  the  Bulimia  and  Interoceptive  Awareness  scales,  the  bulimic 
syndrome  mean  was  greater  than  either  the  synptom  or  control  grou^). 
No  difference  was  found  between  the  syiiptom  and  control  group  means 
for  these  two  scales.  A  significant  difference  between  the  bulimic 
and  control  groips  was  also  found  on  the  Ineffectiveness  scale.  No 
differences  were  found  on  this  scale  either  between  the  bulimic  and 
syitptom  groi:$)s  or  between  the  syitptom  and  control  groups. 
Simmary  of  Support/Nonsupport  for  Hypotheses  1,2.3 

Partial  support  was  found  for  the  hypothesis  that  the  bulimic 
syndrome  group  would  score  significantly  higher  on  all  EDI  scales 
than  the  control  groip.  The  bulimic  group  mean  was  significantly 
higher  than  the  control  mean  on  the  Drive  for  Thinness,  Bulimia, 
Body  Dissatisfaction,  Ineffectiveness,  and  Interoceptive  Awareness 
scales.  Trends  in  the  hypothesized  direction  were  seen  on  the 
Interpersonal  Distrust  and  Maturity  Fears  scales.  There  was  no 
trend  toward  significance  on  the  Perfectionism  scale.  Thus  as 
predicted,  bulimic  students  showed  significantly  greater  concern  for 
dieting  and  wei^t  loss,  a  greater  tendency  to  binge  and  to  confuse 
emotional  arousal  with  hunger/society  cues,  a  greater  dislike  for 
their  bodies,  and  a  lower  sense  of  pergonal  adequacy  than  did 
students  with  no  eating  or  weight  problems. 

A  trend  that  approached  significance  was  found  in  the  direction 
of  the  second  hypothesis,  that  the  syndrome  groip  would  have  signif- 
icantly hii^er  scores  than  the  syirptom  group  on  the  Interpersonal 
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Table  4-3 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  DRIVE  FOR  THINNESS 


Source       SS  Df  MS       F       P      R-Square 

Model  2706.16  2   1353.08    70.55    <0.0001     0.375 

Error  4507.12  235     19.18 

Corrected  7213.28  237 
Total 


.^ 


68 


Table  4-4 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  BUUMIA 


Scfurce  SS  Df  MS  F  P  R-Square 


Model 

807.11 

2 

403.56 

Error 

2369.89 

235 

10.09 

Corrected 

3176.10 

237 

Itotal 

40.02  <0.0001  0.254 
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Table  4-5 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  BODY  DISSATISFACTION 


Source       SS    Df      MS       F       P      R-Square 


Model      3538.26  2   1769.13    33.29    <0.0001     0.221 

Error     12488.53  235     53.14 

Corrected  16026.79  237 
Total 
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Table  4-6 

ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  INEFFECTIVENESS 


Source 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

264.50 

2 

135.25 

11.06 

<0.0001 

0.086 

Er-ror 

2810.46 

235 

11.96 

Corrected 

3074.96 

237 

Total 
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Table  4-7 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  PERFECTIONISM 


Source       SS    Df      MS       F.      P      R-Square 


Model 

80.53 

2 

40.27 

Error 

4196.11 

235 

17.86 

Corrected 

4276.64 

237 

Total 

2.26    <0.107      0.019 


■M 
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Table  4-8 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  INTERPERSONAL  DISTRUST 


Source       SS    Df      MS       F       P      R-Square 


4.01    <0.019      0.03 


Model 

67.29 

2 

33.64 

Ei'r-or 

1970.65 

235 

8.39 

Corrected 

2037.93 

237 

Itotal. 
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Table  4-9 

ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  INTEROCEPTIVE  AWARENESS 


Source 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

545.85 

2 

272.93 

17.44 

<0.0001 

0.13 

Error 

3677.14 

235 

15.65 

Corrected 

4222.99 

237 

Ibtal 
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Table  4-10 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  MATURITY  FEARS 


Scxirce       SS    Df      MS       F       P      R-Square 


MndPl 

68.97 

2 

34.48 

Error 

1663.32 

235 

7.08 

Corrected 

1732.29 

237 

Itotal 

4.87    <0.008      0.04 
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Table  4-11 


MEANS,  STANDARD  DEVIATIONS  FOR 
DRIVE  FOR  THINNESS 


Group 

Bulimic  Syirptcm  Control 

(N=89)  (N=42)  (N=107) 


X  SD  X  SD  X  SD 

8.98       5.59  4.48  4.85  1.52  2.73 

(a,b)  (a,c)  (b,c) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 


76 


Table  4-12 


MEANS,  STANDARD  DEVIATIONS  FOR 
BUUMIA 


Group 

Bulimic  Syirptcm  Control 

(N=89)  (N=42)  (N=107) 


X  SD  X  SD  X  SD 

4.33        4.88  1.38  2.29  0.29  0.74 

(a^b)  (a)  (b) 


Note:  Means  sharing  a  caramon  subscript  differ  at  the  .05  level 


4 
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Table  4-13 


MEANS,  STANDARD  DEVIATIONS  FOR 
BODY  DISSATISFACriON 


Group 

Bulimic  Synptcm  Control 

(N=89)  (N=42)  (N=107) 


X     SD  X     SD  X     SD 

14.66  7.53  9.81    7.82  6.13    6.86 

(a,b)  (a,c)  (b,c) 


Note:  Means  sharing  a  cxanmon  subscript  differ  at  the  .05  level 


-J 
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Table  4-14 


MEANS,  STANDARD  DEVIATIONS  FOR 
INEFFECTIVENESS 


Group 

Bulimic  Syirptam  Control 

(N=89)  (N=42)  (N=107) 


X  SD  X  SD  X  SD 

3.26     4.15  2.0  4.28  0.93        2.27 

(a)  (a) 


Note:     Means  sharing  a  cxsramon  subscxipt  differ  at  the  .05  level 
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Table  4-15 


MEANS,  STANDARD  DEVIATIONS  FOR 
INTEROCEPTIVE  AWARENESS 


Group 

Bulimic  Syitptom  Control 

(N=89)  (N=42)  (N=107) 


X  SD  X  SD  X  SD 

4.58     5.42  2.33        3.24  1.25       2.5 

(a,b)  (a)  (b) 


Note:  Means  sharing  a  caramon  subscript  differ  at  the  .05  level 
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Distrust,  Ineffectiveness,  and  Maturity  Fears  scales.  These  scales 
were  chosen  to  represent  vAiat  was  hypothesized  to  the  the  greatest 
difference  between  bulimics  and  binge  eaters:  self-esteem.  While 
the  means  of  these  scales  were  in  the  predicted  direction,  the  only 
significant  differences  found  between  the  syndrome  and  syitptom 
groups  were  on  scales  not  included  in  the  second  hypothesis:  Drive 
for  Thinness,  Buliitiia,  Body  Dissatisfactions,  and  Interoceptive 
Awareness.  This  suggests  that  the  bulimic  and  binge  eating  groups 
in  this  stucfy  differed  more  on  variables  related  to  disordered 
eating,  body  image,  and  weight  preoccupation  than  on  variables 
related  to  self-esteem. 

The  third  hypothesis,  that  the  synptom  groap  would  score 
significantly  hi(^er  on  the  Body  Dissatisfaction,  Drive  for  Thin- 
ness, and  Bulimic  scales  was  supported  for  Body  Dissatisfaction  and 
Drive  of  Thinness.  Indeed,  of  the  8  MANOVAS  for  the  EDI  scales,  the 
syirptom  and  control  only  differed  significantly  only  on  two.  These 
findings  coirpared  with  the  results  of  the  second  hypothesis  suggest 
that  the  syitptom  group  differs  more  from  the  bulimic  group  than  it 
does  from  the  control  groip  on  variables  related  to  disordered 
eating. 
ANOVA  and  Tukeys'  T-Tests  for  the  Three  Groups  on  the  CBSI 

The  results  of  the  ANOVA  conparing  syitptcm,  control,  and 
syndrome  groups  (foimd  in  Table  4-16)  was  significant  (F(2,236)= 
12.62,  p<  0.0001) .  An  examination  of  the  t-tests  indicates  that  the 
bulimic  syndrome  groi;p  endorsed  significantly  more  items  indicative 
of  borderline  personality  characteristics  than  either  the  synptom  or 
control  groups  (Table  4-17) .  The  bulimics'  irean  score  was  in  the 
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Table  4-16 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  THE  CBSI 


Source 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Mcxiel 

1194.76 

2 

597.38 

12.62 

<0.0001 

0.097 

Error 

1117.16 

236 

47.34 

Corrected 

12365.93 

238 

Itotal 

82 


Table  4-17 


MEANS,  STANDARD  DEVIATIONS  FOR 
CBSI 


Group 

Bulimic  Syirptom  Control 

(N=89)  (N=42)  (N=107) 


X  SD  X  SD  X  SD 

9.10     8.30  5.33        6.12  4.24       5.78 

(a/b)  (a)  (b) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 
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81st  percentile  of  the  range  of  scores  for  normals,  and  in  the  3rd 
percentile  of  scores  for  borderlines  (see  i^pendix  D) .  The  con- 
trols' mean  score  was  in  the  54th  percentile  for  normals  and  in  the 
1st  percentile  for  borderlines.  The  syjptom  groi:53's  mean  was  in  the 
60th  percentile  for  normals  and  in  the  1st  percentile  for  border- 
lines. No  significant  difference  was  found  between  the  syitptom  and 
control  group  means  on  the  CBSI. 
Simmary  of  Siqjport/Nonsupport  for  Hypothesis  1,5 

Both  hypotheses  1  and  5  were  supported  by  the  finding  that 
bulimics  scored  significantly  hi^er  than  either  the  controls  or 
binge  eaters  on  a  measure  of  borderline  characteristics.   These 
characteristics  include  (among  others)  poor  impulse  control,  absence 
of  a  consistent  self-identity,  depression,  and  impaired  interper- 
sonal relations.  It  is  interesting  to  note  that  on  the  EDI  the 
bulimic  group  did  not  significantly  differ  from  either  the  control 
or  symptom  grotp  on  the  measure  of  feeling  of  inadequacy  in  inter- 
personal relations  (Interpersonal  Distrust)  or  on  the  measure  of 
feeling  overv^elined  hy  the  demands  of  adulthood.  The  CBSI  scores 
indicate  however,  that  bulimics  tend  to  have  greater  intrapersonal 
and  interpersonal  difficulties  than  either  the  syirptom  or  control 
groi^js.  While  the  bulimic  group  scored  higher  on  the  CBSI  than  81% 
of  the  normals  they  were  only  hi^er  than  3%  of  diagnosed  border- 
lines. These  results  combined  with  the  EDI  data  suggest  that  the 
intrapersonal  and  interpersonal  disturbances  seen  in  the  bulimic 
sairple  do  not  indicate  significant  personality  pathology. 
MftNOVA  Results  for  Four  Groups  on  the  EDI 

The  MANOVA  coitparing  the  control,  symptom,  purging  bulimic,  and 
non-purging   bulimic   groi^^s   or   the   EDI   was   significant 
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(F(24,658)=7.31,<  0.0001) .  The  results  of  the  MANOVAs  comparing  the 
control,  syirptom,  purging  bulimic,  and  nonpurging  bulimic  groups  on 
the  8  EDI  scales  are  presented  in  Tables  4-18  through  4  -  25. 
Significant  results  were  found  for  Drive  for  Thinness  (F(3,234)= 
54.64,  p<0.0001);  Bulimia  (F(3,234)=31.45,  p<0.0001);  Body  Dissatis- 
faction (F(3,234)=25.51,  p<0.0001);  Ineffectiveness  (F(3,234)=8.05, 
p<0.0001);  and  Interoceptive  Awareness  (F(3, 234=15. 81,  p<0.0001). 
T-tests  for  Significant  Differences 

The  Tukey's  t-tests  for  significant  differences  between  the 
groi^)  means  on  the  5  significant  EDI  variables  are  found  in  Tables 
4-26  through  4-30.  All  t-tests  were  performed  at  an  alpha  level  of 
.05. 

An  examination  of  the  groi:^  means  for  the  Drive  for  Thinness 
scale  indicates  that  a)  the  purging  bulimics  had  significantly 
higher  scores  than  the  nor^jurging,  syitptora,  and  control  graaps,  b) 
the  noipurging  bulimics  had  significantly  hi^er  scores  than  the 
syirptom  and  control  groups;  and  c)  the  syirptom  groap  had  signifi- 
cantly hi^er  scores  than  the  control  groap.  This  was  the  only 
scale  on  v*iich  all  groiqjs  differed  significantly  from  one  another. 

The  mean  Bulimia  scores  of  the  four  groups  differed  signifi- 
cantly from  one  another  except  the  symptom  and  control  means.  No 
significant  difference  was  found  between  these  two  means.  For  the 
Body  Dissatisfaction  Scale,  the  only  nonsignificant  difference  among 
the  means  of  the  four  groups  was  between  the  nonpurgers  and  the 
syipptom  group.  All  other  Bocfy  Dissatisfaction  means  differed 
significantly  from  one  another.  The  pattern  of  significant  differ- 
ences among  the  group  means  on  the  Bulimia  and  Body  Dissatisfaction 
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Table  4-18 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  DRIVE  FOR  THINNESS 


Source       SS    Df      MS 


R-Square 


Model  2971.33  3    990.44    54.64    <0.0001     0.412 

Error  4241.95  234     18.13 

Corrected  7213.28  237 
Ttotal 
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Table  4-19 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  BUUMIA 


Scfurce       SS    Df      MS 


R-Square 


Model 

912.95 

3 

304.32 

31.54 

Error 

2264.05 

234 

9.68 

Corrected 

3176.99 

237 

Itotal 

<0.0001     0.287 
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Table  4-20 

ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  BODY  DISSATISFACnON 


Saorce 

SS 

D£ 

MS 

F 

P 

R-Sqijare 

Model 

3949.33 

3 

1316.45 

25.51 

<0.0001 

0.246 

Error 

12077.46 

234 

51.61 

Corrected 

16026.79 

237 

Itotal 
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Table  4-21 


ANALYSIS  OF  VAKEANCE  SUMMARY  TABI£ 
FOR  INEFFECnVENESS 


Source 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

287.55 

3 

95.85 

8.05 

<0.0001 

0.094 

Et-ror 

2787.42 

234 

11.91 

Corrected 

3074.96 

237 

Itotal 
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Table  4-22 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  FERFECnONISM 


Source       SS    Df      MS 


R-Square 


Model 

98.29 

3 

32.76 

Error 

4178.35 

234 

17.86 

Corrected 

4276.64 

237 

Ttotal 

1.83    <0.14       0.022 
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Table  4-23 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  INTERPERSONAL  DISTRUST 


Sourcfi 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

67.79 

3 

22.59 

2.68 

<0.046 

0.033 

Error 

1970.14 

234 

8.42 

Corrected 

2037.93 

237 

Total 
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Table  4-24 


ANALYSIS  OF  VARIANCE  SOVIMARY  TABLE 
FOR  INTEROCEPTIVE  AWARENESS 


Source 

SS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

711.72 

3 

237.24 

15.81 

<0.0001 

0.169 

Error 

3511.27 

234 

15.01 

Corrected 

4222.99 

237 

Total 
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Table  4-25 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  MATURITY  FEARS 


Source       SS    Df      MS       F       P      R-Square 


Model  69.46  3     23.15     3.26    <0.022      0.04 

Error  1662.83  234      7.12 

Corrected  1732.29  237 
Total 
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Table  4-26 


MEANS,  STANDARD  DEVIATIONS  FOR 
DRIVE  FOR  TEHNNESS 


Group 

Purger  Norpjrger  Syitptcam  Control 

(N=32)  (N^57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

11.28     5.46  7.68     5.29  4.48       4.85  1.52  2.73 

(a,b,c)  (a,d,e)  (a,d,f)  (c,e,f) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 
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Table  4-27 


MEANS,  STANDARD  DEVIATIONS  FOR 
BULIMIA 


Graap 

Purger  Nonpurger  Syiiptcm  Control 

(N=32)  (N^57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

5.78     5.90  3.51     4.04  1.38       2.29  0.299        0.74 

(a,b,c)  (a,d,e)  (b,d)  (c,e) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 
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Table  4-28 


MEANS,  STANDARD  DEVIATIONS  FOR 
BODY  DISSATISFACnai 


Group 

Purger  Noipurger  Syitptom  Control 

(N=32)  (N=57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

17.53     6.44       13.05     7.68  9.81       7.82  6.13        6.86 

(a,b,c)  (a,d)  (b,e)  (c,d,e) 


Note:     Means  sharing  a  ocaranon  subscript  differ  at  the  .05  level 


■-i;s 
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Table  4-29 


MEANS,  STANDARD  DEVIATIONS  FOR 
INEFFECTIVENESS 


Group 

Purger  Nonpurger  Syirptcm  Control 

(N=32)  (N=57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

3.94     4.44  2.88     3.96  2.0       4.28  0.925     2.27 

(a)  (b)  (a,b) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 
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Table  4-30 


MEANS,  STANDARD  DEVIATIONS  FOR 
INTEE^DCEPnVE  AWARENESS 


Group 

Purger  Norparger  Syiiptc3m  Control 

(N=32)  (N=57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

6.41     6.39  3.56     4.54  2.33     3.24  1.25       2.5 

(a,b,c)  (a,d)  (b)  (c,d) 


Note:  Means  sharing  a  conmon  subscript  differ  at  the  .05  level 
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scales  are  very  similar  to  the  pattern  of  group  differences  on  the 
Drive  For  Thinness  scale.  Purging  bulimics  had  the  highest  scores, 
followed  by  the  nonpurging  bulimics,  the  syroptom  grxxtp,  and  the 
control  group. 

The  mean  Interoceptive  Awareness  scores  showed  the  same  pattern 
as  the  scores  on  the  Drive  for  Thinness  scale,  with  two  exceptions. 
The  synptom  groi^  did  not  differ  from  either  the  norparging  bulimic 
group  or  the  control  group.  Otherwise,  the  pattern  of  groi^)  differ- 
ences replicates  that  of  the  D.T.  scale.  Purging  bulimics  were  the 
highest  scorers,  followed  by  noipurging  bulimics,  followed  by  the 
synptom  and  control  groijps. 

Significant  groi^  differences  were  fewer  on  the  Ineffectiveness 
scale.  Both  the  purging  and  nonpurging  bulimics  scored  significant- 
ly higher  than  the  control  group.  No  other  significant  differences 
were  found. 

Summary  of  Support/Nonsupport  of  Hypothesis  4 

No  support  was  found  for  the  hypotheses  that  purgers  would 
differ  significantly  from  nonpurgers  on  EDI  measures  related  to 
self-esteem  and  interpersonal  difficulties  (the  Ineffectiveness  and 
Interpersonal  Distrust  scales) .  These  scales  had  been  hypothesized 
to  best  represent  the  differences  between  purging  and  noipurgers,  as 
well  as  among  purgers,  norpurgers,  and  binge  eaters. 

Purging  bulimics  showed  significantly  more  disturbance  than 
nonpurgers,  binge  eaters,  and  controls  on  measures  of  wei^t  and 
dieting  preoccipation,  uncontrollable  eating,  dislite  of  the  body, 
and  the  confusion  of  emotional  arousal  with  hionger  and  satiety  cues. 
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Both  purgers  and  noipurgers  evidenced  greater  feelings  of  ineffec- 
tiveness and  personal  inadequacy  than  controls. 

Ihe  norpurgers  were  not  only  significantly  different  from  the 
purgers,  they  also  differed  from  the  syirptora  group,  Nonpurgers 
indicated  more  prc±>lems  with  weight  and  dieting  preoccupation  and 
uncontrollable  bouts  of  eating  than  did  the  binge  eaters.  Nonpur- 
gers did  not  score  higher  than  the  syirptom  groi;^  on  two  scales  v^iere 
the  purgers  did:  Body  Dissatisfaction  and  Interoceptive  Awareness. 

The  above  results,  vMle  not  hypothesized,  are  supportive  of 
the  present  stub's  overall  intention  to  illuminate  characteristics 
of  bulimic  syndrome  subgroij^js,  and  to  bring  into  focus  the  differ- 
ences between  binge  eaters  and  bulimics.  While  the  present  stosSy 
suggested  such  differences  lie  along  self-esteem  and  interpersonal 
deficits  measured  by  the  EDI,  most  of  the  differences  between  the 
purgers  and  noipurgers,  and  between  the  nonpurgers  and  the  binge 
eaters,  were  related  to  disturbance  in  eating  and  wei^t  preoccipa- 
tion.  The  purgers  showed  greater  self-esteem  deficits  than  both  the 
binge  eaters  and  the  controls,  but  not  the  nonpurgers. 
ANOVA  and  T-test  Results  for  Four  Groups  on  the  CBSI 

The  result  of  the  ANOVA  coirparing  the  purgers,  noipurgers, 
syirptom,  and  control  groips  is  presented  in  Table  4-31.  The  ANOVA 
was  significant  at  the  p<  0.0001  level  (F(3,234)=8.69) .  An  exami- 
nation of  the  means  (Table  4-32)  indicates  that  the  purging  bulimics 
scored  significantly  hi^er  than  both  the  syirptom  and  control 
groips.  The  nonpurgers  differed  only  from  the  control  groip  on  the 
CBSI. 
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Summary  of  Sv^jport/Nonsupport  for  Hypothesis  6 

Hypothesis  6,  vdiich  suggested  that  the  puxgers  would  score 
significantly  hi^er  than  the  nonpurgers,  was  not  su^jported.   This 
echoes  results  found  on  the  EDI  variables,  v*iere  the  purgers' 
self-esteem  deficits  were  significantly  higher  than  the  binge  eaters 
and  controls  but  not  the  nor^jurgers.  It  is  of  interest  that  the 
noipurgers  did  not  differ  significantly  from  either  the  purger  or 
the  binge  eaters  on  the  EDI  scale  related  to  self-esteem  or  on  the 
CBSI.  It  appears  that  in  the  present  study,  purgers  and  noipurgers 
do  not  significantly  differ  from  each  other  in  prablems  characteris- 
tic of  borderline  personalities  or  in  their  degree  of  self-esteem 
problems.  Purgers  do  however  show  slightly  greater  difficulties 
than  the  nonpurgers,  which  accounts  for  the  fact  that  only  the 
purgers  significantly  differed  from  the  binge  eaters  on  the  CBSI. 

SODI  Results 
Three  mean  difference  scores  (Self-Parent,  Self-Sister,  Self- 
Brother)  were  computed  for  each  of  the  control  symptom,  purging 
bulimc,  and  non-purging  bulimic  groups.  The  groi^j  SODI  scores  were 
analyzed  using  the  MANOVA  procedures,  v^ch  was   significant 
(F(3,947)=  3.38,  pK  0.0005) .  The  ANOVAS  comparing  the  groups  on  the 
differentiation  scores  are  shown  in  Tables  4-33,  4-34,  and  4-35. 
TWO  significant  ANOVAS  resulted,  one  for  the  Self-Parent  difference 
(F(3227)=6.06,  p<  0.0006)  and  one  for  the  Self-Brother  difference 
(F(3,227)=8.79,  p<  0.0001). 

An  examination  of  the  Tukey's  t-tests  for  the  means  of  the 
Self-Parent  difference  reveal  significant  differences  between  the 
purging  bulimc  groi:53  and  both  the  control  and  syirptom  groi^^s  (Table 
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Table  4-31 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  CBSI 


Source 

RS 

Df 

MS 

F 

P 

R-Sqiiare 

Model 

1235.13 

3 

411.71 

8.69 

<0.0001 

0.099 

Error 

11130.79 

235 

47.37 

Corrected 

12365.93 

238 

Itotal 
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Table  4-32 


MEANS,  STANDARD  DEVIATIONS  FOR 
CBSI 


Group 

Purger  Nonpurger  Syirptcm  Control 

(N=32)  (N=57)  (N=42)  (N=107) 


X  SD  X  SD  X  SD  X  SD 

10.0       8.78  8.60     8.06  5.33     6.12  4.24        5.78 

(a.b)  (c)  (a)  (b,c) 


Note:  Means  sharing  a  common  subscript  differ  at  the  .05  level 
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4-36) .  The  negative  mean  of  the  purgers  indicates  they  rated 
themselves  consistently  more  negatively  than  they  rated  their 
parents.  On  the  average,  however,  the  control  and  syirptom  groups 
rated  themselves  respectively  9  and  6  points  more  positively  than 
they  rated  their  parents.  Indeed,  the  purgers  had  the  most  negative 
Self-Parent  difference  score  of  all  four  groi;^.  In  numerical  terms 
the  non-purgers  had  the  least  absolute  difference  between  themselves 
and  their  parents. 

The  Tukey's  t-tests  for  the  Self-Brother  means  yielded  three 
significant  differences:  purging  bulimic  vs.  control,  purging 
bulimic  vs.  symptom;  and  purging  vs.  noipucging  bulimic.  The 
purgers  rated  their  brothers  much  more  positively  than  they  rated 
themselves,  resulting  in  a  highly  negative  mean  difference  score. 
The  norpurgers  also  rated  their  brothers  more  positively  than  they 
rated  themselves,  althou(^  not  in  as  extreme  a  manner  as  the  purg- 
ers. The  syirptom  groqp  rated  their  brothers  slightly  less  positive- 
ly than  they  rated  themselves.  The  control  groi;?)  had  the  most 
positive  difference  of  all  four  groins,  indicating  that  they  rated 
their  brothers  consistently  less  positively  than  they  rated  them- 
selves. 

If  the  control  groqp    is  assumed  to  represent  the  norm  for 
Self-Other  differentiation  scores,  a  look  at  Table  4-36  reveals  an 
interesting  pattern.  The  controls  have  the  hi^est  positive  differ- 
ence scores  for  all  Self-Other  comparisons.  The  grot^  with  the  next 
highest  positive  difference  scores  is  the  symptom  group.   The 
noipurgers  appear  to  have  the  smallest  average  Self-Other  ratings  of 
all  groi:5)s.  The  purgers  appear  to  have  the  largest  negative  differ- 
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ences  between  themselves  and  others.  The  most  positive  Self-Parent 
differences  of  the  four  groups  were  the  two  least  "disturbed;"  the 
cxsntrol  and  synptom  groves. 

These  results  are  exploratory,  as  they  are  from  a  previously 
unused  and  xantested  instrument.  Further  investigations  are  needed 
to  clarify  the  meaning  of  the  findings  reported  here.   Several 
hypotheses  regarding  these  findings,  and  questions  for  future  study, 
will  be  raised  in  the  next  chapter. 
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Table  4-33 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  SELF-PARENT  VARIABLE 


Scfurce      Df      SS      MS      F      P      R-Square 


Model  3  7485.60   2495.20    6.06   <0.0006     0.07 

Error  227  93394.82    411.43 

Corrected  230  10080.42 
Total 


■.  .^  ->  J 
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Table  4-34 


ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  SELF-SISTER  VARIABLE 


Source      Df      SS       MS      F      P      R-Square 


Model  3  3368.18   1122.73    1.52   <.21        0.02 

Error  227  167664.11    738.61 

Corrected  230  171032.29 
Total 
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Table  4-35 

ANALYSIS  OF  VARIANCE  SUMMARY  TABLE 
FOR  SELF-BROTHER  VARIABLE 


Source 


Df 


SS 


MS 


R-Square 


Model 

3 

17132.04 

5710.68    ( 

Error 

227 

147448.67 

649.55 

Corrected 

230 

164580.71 

Ttotal 

8.79   <0.0001 


0.10 
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Table  4-36 


MEANS,  STANDARD  DEVIATIONS  FOR 
SELF-PARENT,  SELF-SISTER,  AND  SELF-BROTHER  VARIABLES 


Group 

Puiger  Nonpurger  Syirptom  Control 

(N=32)  (N=57)  (N=42)  (N=107) 


SD X  SD X  SD  X  SD 


Self   -7.28  34.1  0.57  17.29     6.74  18.93  8.93  16.19 
Parent    (a,b)                      (b)  (a) 

Self-   -6.78  41.23  2.05  27.51     3.48  25.40     4.87  21.66 
Sister 

Self-   -20.16  31.91  -4.45  23.12     0.29  24.47     5.80  24.88 
Brother    (a,b,c)        (c)  (b)  (a) 


Note:  Means  sharing  a  caramon  subscript  differ  at  the  .05  level 


CHAPTER  V 
DISCUSSION 

Suitimary  of  Results 
The  present  stucfy,  in  addition  to  providing  descriptions  of 
eating  disordered  behavior  in  a  randomly  chosen  nonclinical  sairple 
of  female  undergraduates,  investigated  the  differences  among  purging 
bulimics,  noipurging  bulimics,  binge  eaters,  and  normal  eaters. 
This  was  achieved  by  surveying  1,487  undergraduate  women  at  the 
University  of  California,  Santa  Barbara.  Four  grxxips  of  normal 
weight  women  were  chosen  from  the  813  respondents:  a)  women  with  no 
identified  eating  prc±)lem  (the  normal  eater  or  control  groi^)) ;  b) 
women  vAio  identified  themselves  as  having  a  problem  with  binge 
eating  but  v*io  did  not  fit  all  the  DSM-III  criteria  for  bulimia  (the 
binge  eater  or  syirptom  groi:?)) ;  c)  women  v*io  fit  the  DSM-III  criteria 
for  bulimia  and  v^o  had  used  vomiting,  laxatives,  or  spitting  out 
food  as  weight  control  methods  (the  purging  bulimic  or  purger 
groups;  and  d)  women  who  fit  the  DSM-III  criteria  for  bulimia  and 
vdio  did  not  use  vomiting,  laxatives  or  spitting  out  food  (Nonpurging 
bulimics  or  nonpurgers) .   The  c)  and  d)  groups  combined  together 
formed  the  bulimic  syndrome  group.  The  groups  were  ccmpared  on  the 
basis  of  their  answers  to  the  8  scales  of  The  Eating  Disorder 
Inventory  and  to  the  Conte  Borderline  Syndrome  Index.   It  was 
hypothesized  that: 

1.   The  bulimic  syndrome  groap  would  score  higher  than  the  control 
group  on  all  EDI  scales  and  on  the  CBSI; 
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2.  The  bulimic  syrdrome  group  would  have  higher  scores  than  the 
syirptom  groiip  on  EDI  scales  most  related  to  self-esteem  and 
psychological  maturity  (Ineffectiveness,  Interpersonal  Dis- 
trust, and  Maturity  Fears) ; 

3.  The  synptcm  group  would  score  higher  than  the  control  group  on 
EDI  scales  related  to  dislike  of  the  body,  wei^t  and  dieting 
preocci^jation,  and  uncontrollable  eating; 

4.  Within  the  bulimic  syndrome  grox:p  the  purging  bulimics  would 
show  significantly  more  deficits  on  EDI  scales  measuring 
intrapersonal  and  interpersonal  difficulties  (Ineffectiveness 
and  Interpersonal  Distrust) ; 

5.  The  bulimic  syndrome  group  would  show  significantly  more 
features  characteristic  of  borderline  personalities  than  would 
the  symptom  group;  and 

6.  Within  the  syndrome  grot^,  the  purgers  would  show  significantly 
more  features  of  borderline  personalities  than  would  noipur- 
gers. 

Three  of  the  six  hypotheses  in  the  present  study  received  at 
least  partial  support.  As  hypothesized  bulimic  syndrome  subjects 
scored  significantly  higher  than  the  control  groi^)  on  EDI  scales 
related  to  weight  and  dieting  preocci:^tion,  uncontrollable  eating, 
dislike  of  the  boc^,  self-esteem  problems, and  a  tendency  to  confuse 
emotional  and  hvmger/satiety  cues.  Bulimics  also  had  more  charac- 
teristics associated  with  borderline  personality  features  than 
either  the  control  or  synptom  group,  although  the  bulimic  mean  was 
only  in  the  3rd  percentile  of  the  range  of  scores  obtained  by 
diagnosed  borderlines.   Contrary  to  the  first  hypothesis,  the 
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bulimic  syndrame  groi;^)  did  not  differ  significantly  from  the  control 
group  or  the  EDI  scales  measuring  perfectionism,  interpersonal 
distrust,  or  maturity  fears.   The  second  hypothesis,  that  the 
bulimcs  would  have  higher  mean  scores  than  the  syitptom  groi:^)  on  the 
EDI  scales  most  related  to  self-esteem  and  psychological  maturity, 
was  not  si^jported.   The  third  hypothesis  received  mixed  si^port; 
althou^  the  synptom  graap  did  not  differ  significantly  from  the 
controls  on  the  EDI  variable  of  uncontrollable  eating,  the  syitptom 
groi^  did  have  significantly  higher  means  on  the  scale  measuring 
dislike  of  the  body  and  preoca:5)ation  with  weii^t  and  dieting.  None 
of  the  hypothesized  differences  between  the  purgers  and  noipurgers 
were  significant. 

Other  interesting  but  unhypothesized  results  were  found  on  both 
the  EDI  and  the  CBSI.  The  syndrame  groi;p  scored  significantly 
hi(^er  than  the  syirptom  grocp  on  wei^t  and  dieting  preoccupation, 
dislike  of  the  body,  and  confusion  of  emotional  cues  with  cues  of 
hunger  and  satiety.  It  appears  from  the  EDI  and  CBSI  data  that  the 
symptom  group  differed  more  from  the  bulimic  group  than  it  did  from 
the  control  grotp,  even  on  variables  related  to  prrtolem  eating. 

Other  results  that  had  not  been  predicted  were  the  differences 
among  the  purgers,  nonpurgers,  and  syitptom  groups.  The  purgers 
scored  significantly  higher  that  the  nonpurgers  on  weight/dieting 
preoccupation,  uncontrollable  eating,  dislike  of  the  body,  and 
confusion  of  emotional  arousal  with  hunger/satiety  cues.  Nonpurgers 
scored  significantly  higher  than  binge  eaters  only  on  measiores  of 
uncontrollable  eating  and  weii^t/dieting  preoccupation.  Of  the 
bulimics,  only  the  purging  groins  scored  significantly  higher  than 
the  syitptom  groi;p  on  the  CBSI. 
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The  SODI  results  indicated  that  purging  bulimics  had  the  most 
negative  Self -Other  difference  scores  of  all  four  groups.  Purgers 
had  a  significantly  more  negative  Self-Parent  comparison  than  did 
either  the  control  or  syirptom  groi^js,  and  purgers  had  a  significant- 
ly more  negative  Self-Brother  difference  score  than  did  any  of  the 
other  three  groi^js.  The  controls  had  the  hi(#iest  positive  differ- 
ence scores  for  all  Self-Other  coirparisons,  followed  by  the  syitptom 
groi^  and  the  noipurging  bulimic  grou^.  The  purging  bulimics  were 
the  only  group  to  rate  themselves  more  negatively  than  their  par- 
ents, sisters,  and  brothers.  The  pattern  of  scores  on  all  the 
variables  in  the  present  study  have  been  similar  to  the  pattern  of 
SODI  scores:  purgers  scored  the  most  negatively,  followed  by  the 
nonpurgers,  the  syirptom  groi:^),  and  the  controls. 

Relation  to  Previous  Research 
Eating  Behavior  and  Weic^t  Characteristics 

The  eating  behavior  and  weight  characteristics  of  the  saitple  in 
the  present  study  are  similar  to  those  found  by  other  authors  (Halmi 
et  al.,  1981;  Johnson  et  al.,  1984(b);  Pyle  et  al.,  1983;  Sinoway, 
1983) .  The  incidence  of  bulimia  found  in  this  stuc^  parallels  that 
of  Halmi  et  al.  (1981)  and  Sinoway  (1983)  v*io  found  19%  and  13.7% 
respectively  of  their  surveyed  female  populations  reported  binging 
episodes  followed  by  some  method  of  compensation  for  the  binge. 
Other  studies  vMch  have  used  more  stringent  survey  criteria  for 
their  definition  of  bulimia  (Johnson  et  al.,  1984;  Pyle  et  al., 
1983)  have  reported  the  incidence  of  bulimia  at  approximately  5%,  or 
nearly  one-third  the  incidence  rate  in  the  present  study.  The  group 
of  bulimic  subjects  studied  in  the  present  researxdi  reflects  a  wider 
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range  of  syirptcanatic  frequency  and  severity  than  the  grx3ups  selected 
by  Johnson  et  al.  and  Pyle  et  al.  The  present  stack's  bulimic  group 
results  are  thus  generalizable  to  college  females  v*io  binge  and 
purge  a  minimum  of  once  a  month  or  to  those  v^o  binge  at  least  three 
times  a  month  and  corrpensate  with  and  fasts  and/or  diets  but  v*io  do 
not  use  laxatives  or  vomiting. 

The  incidence  of  binge  eating  (32.6%)  is  in  the  middle  of  the 
range  of  hinging  frequencies  (25-79%)  reported  among  college  women 
(Hawkins  and  Clement,  1980;  Qndercin,  1979;  Pyle  et  al.,  1983; 
Sinoway,  1983) .  Nonbulimic  students  in  this  study  reported  using 
weight  control  methods  (dieting,  fasting,  etc.)  at  a  rate  (46.1%) 
coirparable  to  that  (47%)  found  by  Pyle  et  al.  (1983)  in  their  survey 
of  freshmen  women.   Feelings  of  depression  after  binging  were 
reported  by  fewer  total  students  in  this  study  (30.5%)  than  in  the 
study  by  Pyle  et  al.  (43.6%) .  Many  students  (25.1%)  in  the  current 
study  felt  they  were  overweight  even  thou^  90.76%  of  the  sanple 
were  within  normal  boc^  wei(^t  range.  In  addition,  the  mean  ideal 
wei^t  of  the  sample  was  8.74  pounds  less  than  the  saitples  actual 
mean  weight.  The  findings  are  similar  to  those  of  others  (Gamer, 
Olmstead,  and  Garfinkel,  1983(a);  Johnson  et  al.,  1984;  Leon  et  al., 
1985;  Pyle  et  al.,  1983)  v*io  report  widespread  body  size  distortion 
and  dissatisfaction  among  young  women. 
Major  Findings 

The  results  of  this  study  st^jport  those  of  other  researchers 
v*io  have  found  significant  differences  between  bingers  and  nonbin- 
gers,  and  between  bingers  and  DSM-III  bulimics  (Katzman  and  Wolchik, 
1984;  Qndercin,  1979;  Pyle  et  al,  1983;  Sinoway,  1983;  Wolf  and 
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Crowther,  1984) .   Like  the  subjects  in  studies  by  Katzman  and 
Wolchilc,  Sinoway,  and  Wolf  and  Crowther,  the  bingers  in  the  present 
study  had  a  greater  degree  of  preoccupation  with  dieting  and  wei^t 
and  dissatisfaction  with  their  bodies  than  did  the  controls.  Unlike 
Katzman  and  Wolchik's  or  Sinoway's  subjects,  however,  bingers  in  the 
present  study  did  not  differ  from  the  controls  on  a  ineasuire  of 
uncontrollable  eating.  This  might  be  attributed  to  the  fact  that 
the  subjects  in  the  present  study,  unlike  those  of  other  studies, 
needed  only  to  have  a  stated  problem  with  binge  eating  that  did  not 
qualify  as  bulimia  to  be  identified  as  a  binge  eater.  This  present 
binge  eater  grot?)  thus  xmdoubtedly  included  subjects  with  a  wide 
variety  of  "problems"  with  binging.  From  the  present  study's 
results  it  appears  that  those  with  binge  eating  problems  are  best 
differentiated  from  normal   eaters  by  the   degree  of   their 
dissatisfaction  with  and  drive  for  control  of  their  bodies.   This 
parallels  conclusions  from  other  studies  that  vMle  binge  eating  is 
a  common  practice  among  college  women,  problem  binging  is  less 
common  and  is  associated  with  the  drive  to  restrain  and  control  the 
body's  appetite  and  size  (Hawkins  and  Clement,  1980;  Qndercin,  1979, 
Wolf  and  Crowther,  1984) . 

The  differences  found  between  the  bingers  and  the  bulimics  in 
the  present  study  are  similar  to  findings  by  Katzman  and  Wolchik 
(1984).  The  bulimics'  greater  concern  with  weight  and  dieting, 
their  poorer  body  image,  and  their  greater  difficulty  with 
intrapersonal  and  interpersonal  relations  (as  indicated  by  the  CBSI) 
support  Katzman  and  Wolchik 's  conclusion  that  the  syndrome  of 
bulimia  is  associated  with  a  greater  amount  xof  psychological  distur^ 
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bancs  than  is  the  syitptom  of  binge  eating.  Self-esteem,  psyciiologi- 
cal  maturity,  and  interpersonal  distrust  as  measured  by  the  EDI  did 
not  significantly  differ  between  the  bingers  and  bulimics  in  this 
study  althou^  results  were  in  the  hypothesized  direction.   The 
reasons  for  this  lack  of  significance  on  the  EDI  are  \jnclear.   One 
possibility  is  that  the  bulimic  syndrome  group  in  this  study  had 
more  heterogeneous  psychological  functioning  and/or  more  healthy 
psychologically  functioning  than  the  bulimics  studied  by  Katzman  and 
Wolciiik.  Two  of  the  criteria  Katzman  and  Wolchik  used  to  select 
their  bulimics  were  more  stringent  than  those  used  in  the  present 
study.  One  was  that  a  binge  consisted  of  ingesting  a  minimum  1200 
calories  at  a  sitting.  The  second  was  a  minimum  frequency  of  ei(^t 
binges  per  month.  They  also  used  different  instruments  to  measure 
intrapersonal  and  interpersonal  problems,  i.e.  the  Beck  Depression 
Inventory,  the  Rosenberg  Self-Esteem  Index,  and  the  Jonas  Survey  of 
Beliefs  and  Feelings.  Further  research  is  needed  to  investigate  the 
range  of  psychological  and  interpersonal  difficulties  among  nonclini- 
cal sanples  of  bulimics.   It  is  likely  that  bulimcs  may  be  sub- 
grouped  not  only  according  to  their  syirptoms,  but  also  according  to 
the  level  of  their  psychological  and  interpersonal  functioning. 

The  bulimic  group  as  a  v*iole  scored  the  most  negatively  of  the 
three  groi:^^  on  the  EDI  and  the  CBSI.  This  groap  of  bulimics, 
however,  scored  lower  on  most  scales  of  the  EDI  than  did  samples  of 
bulimic  patients  from  other  studies  (see  Table  5-1) .  The  bulimic 
groi^)  from  this  study  scored  lower  on  all  EDI  scales  than  did 
patients  in  studies  by  both  Johnson  and  Flach  (1985)  and  Gamer  et 
al.  (1985a) .  The  means  of  the  group  of  this  study  are  similar  to 
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TABLE  5-1 
EDI  SCALE  MEANS  FRCM  FOUR  STUDIES 


Study 

DT 

B 

BD 

I 

P 

ID 

lA 

MF 

Gamer  et  al.. 

1985(a): 

Normal  Wei^t 

Bulimic 

16.6 

11.6 

17.9 

11.7 

8.7 

4.4 

12.3 

4.7 

Anorexic  Bulimic 

14.6 

10.7 

16.8 

12.8 

8.4 

6.5 

12.2 

6.5 

Anorexic 

11.2 

2.1 

13.9 

10.0 

8.2 

6.3 

9.3 

6.0 

Restrictor 

Johnson  and 

Flach,  1985: 

Normal  Weight 

Bulimic 

17.2 

12.95 

20.47 

12.32 

9.45 

6.13 

12.74 

5.09 

Controls 

3.75 

0.83 

10.04 

1.20 

5.15 

1.67 

2.13 

1.48 

Gamer  et  al., 

1983(a): 

Anorexic 

15.1 

8.0 

16.3 

13.7 

6.8 

9.5 

12.8 

5.9 

Wei^t  Pre- 

occupied #1 

18.1 

10.8 

23.9 

9.3 

4.8 

10.6 

9.8 

6.0 

Weight  Pre- 

occij^jied  #2 

15.6 

3.6 

12.6 

2.1 

2.0 

7.9 

4.5 

2.4 

Present  Study: 

Purgers 

11.28 

5.78 

17.53 

3.94 

6.56 

2.44 

6.41 

2.59 

Norpurgers 

7.68 

3.51 

13.05 

2.88 

5.63 

2.28 

3.56 

2.44 

Synptom 

4.48 

1.38 

9.81 

2.0 

4.91 

2.29 

2.33 

2.29 

Control 

1.52 

0.299 

6.13 

0.93 

4.72 

1.25 

1.25 

1.36 

m^ 
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those  of  weight-preocxn:5)ied  women  identified  by  Gamer  et  al. 
(1983b) ,  who  shared  some  features  in  common  with  primary  anorexics 
but  lacked  the  anorexics'  deficits  in  self-esteem.  It  appears  that 
women  from  a  nonclinical  population  v^o  meet  DSM-III  standards  for 
bulimia  are  less  disturbed  than  DSM-III  bulimics  frcm  a  clinical 
setting. 

While  the  bulimics  in  a  nonclinical  setting  may  have  more 
difficulties  than  normal  women  with  wei(^t,  food,  and  dieting 
preoccupations,  a  more  negative  body  image,  lower  self-esteem,  and 
more  difficulties  distinguishing  emotional  and  eating  cues,  as  a 
group  they  not  do  not  show  the  degree  of  intrapersonal  and  interper- 
sonal inadequacy  or  lack  of  self-control  that  bulimic  patients 
ejdiibit.  There  are  several  possible  explanations  for  this.  One  is 
that  bulimic  patients  engage  in  more  frequent  binging  and  corrpensat- 
ing  behavior  than  do  the  bulimics  of  the  present  study,  v*iich  causes 
more  disn^Jtion  of  their  personal  lives  and  more  psychological 
distress.  Ihe  converse  is  also  possible,  that  bulimic  patients  had 
poorer  premorbid  psychological  functioning  than  nonclinical  bulimics 
and  consequently  became  entrenched  in  a  more  severe  and  chronic  form 
of  the  illness.  Another  possibility  is  that  a  portion  of  the 
bulimic  subjects  in  the  present  study  will  eventually  worsen  and 
resemble  or  became  bulimic  patients.  Further  research  is  needed  to 
determine  the  biological,  psychological,  and  environmental  factors 
vMch  predispose  individuals  to  develop  different  forms  of  bulimia. 
Until  then,  answers  to  the  questions  "v*io  develops  bulimia"  and  "viio 
develops  the  worse  forms  of  bulimia"  must  rely  on  expost  facto 
clinical  observations. 
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The  most  iitportant  findings  of  the  present  stucty  are  the 
purger-norpurger  differences.  These  findings  confirm  suggestions  by 
Pyle  et  al.  (1983)  and  Sinoway  (1983)  that  binging  and  purging  is  a 
more  severe  eating  disorder  than  is  binging  and  restricting  (fasting 
and/or  dieting) .  lyie  et  al.  (1983)  found  that  cortpared  to  a  saitple 
of  bulimic  patients,  bulimic  college  students  purged  less  frequently 
for  weight  control,  had  fewer  binges  per  week,  had  a  lower  frequency 
of  treatment  for  depression  and  eating  disorders,  and  had  a  lower 
rate  of  stealing  behavior.  Pyle  et  al.  concluded  that  binging  and 
fasting  cycles  represent  an  earlier  (i.e.  less  well-developed  and 
less  severe)  form  of  bulimia  than  binging  and  purging.   Sinoway 
coitpared   binge/fasters   and   binge/dieters   to   binge/purgers 
nonsignificant  trend  for  the  binge/purgers  to  be  more  preoccupied 
with  weight  and  dieting,  to  binge  more  often,  and  to  be  more 
concerned  and  depressed  about  their  binging.  In  the  present  study, 
purgers  were  significantly  more  preocci:pied  with  weight,  dieting  and 
thinness,  had  moire  uncontrollable  eating  and  a  more  negative  body 
image,  and  confused  hunger  and  satiety  with  emotional  cues  more 
often  then  nor^jurgers.  They  did  not  significantly  differ  from  the 
nonpurgers  in  their  sense  of  personal  ineffectiveness,  nor  in  their 
degree  of  borderline  personality  characteristics.  It  may  be  con- 
cliided  that  in  this  sample  of  bulimic  women,  purgers  had  more 
difficulties  than  noipurgers  in  areas  related  to  preoca;pation  with 
negative  body  image,  and  disordered  eating,  but  did  not  have  more 
disturbance  in  self-esteem  and  interpersonal  relationships. 
Limitations  and  Implications  of  the  Study 
The  generalizabilty  of  the  present  study  is  limited  to  female 
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undergracJuate  college  students  at  a  mediim-sized  cxoeducational 
university.  The  rates  of  wei^t  and  eating  problems  are  similar  to 
those  of  northeastern  and  midwestem  laniversities  (Halmi  et  al., 
1981;  Pyle  et  al.,  1983;  Sinoway,  1983),  vhldn  means  bulimia  and 
other  disordered  weight  control  and  eating  behaviors  are  not  siirply 
by-products  of  the  Southern  California  culture.  The  coirparability 
of  these  results  to  those  from  other  caitpuses  suggests  that  women 
are  not  developing  eating  disorders  more  frequently  on  cairpases 
v*iere  wanner  weather  and  lifter  clothing  leave  their  bodies  open  to 
greater  public  scrutiny.  A  true  test  of  this  hypothesis  would 
involve  surveying  a  randan  sairple  of  undergraduates  on  several 
different  U.  S.  campuses  xosing  identical  instruments  and  procedures. 
This  stctdy  is  also  limited  by  the  instruments  used  to  select 
and  test  the  groups.   The  Wei^t  Management  Questionnaire  was 
patterned  after  other  studies  vAiich  selected  bulimic  samples  using 
DSM-III  criteria.  The  results  are  therefore  limited  in  generaliz- 
abilt^  to  nonclinical  samples  of  bulimics  chosen  by  DSM-III  criter- 
ia. The  bulimics  of  the  present  study  may  represent  those  in  the 
earlier  stages  of  bulimia,  especially  the  norpurging  bulimics.   It 
is  recommended  that  revisions  of  the  DSM-III  criteria  for  bulimia 
include  frequency  criteria  for  binging  and  corrpensatory  weight 
control  methods;  descriptions  of  purging  and  nonpurging  subgroups; 
and  descriptions  of  concomitant  problems,  including  the  confusion  of 
emotional  and  hunger/satiety  cues,  negative  body  image,  and  a  sense 
of  personal  ineffectiveness.   In  addition  it  is  recommended  that 
diagnostic  models  of  bulimia  identify  signs  and  symptoms  of  early, 
middle,  and  late  stages  of  bulimia.  This  would  be  based  on  longitu- 
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dinal  research  in  male  and  female  populations  beginning  at  puberty 
and  continuing  throu^  the  early  adult  years. 

Future  research  with  the  SODI  should  collect  data  to  refine  the 
instrument  and  establish  reliability  and  validity.  The  results  of 
the  present  stucty  would  suggest  that  purging  bulimics  see  themselves 
as  more  distinctly  and  negatively  different  from  their  family 
members  than  do  noipurgers,  binge-eaters,  and  normal  eaters.   This 
supports  other  findings  (Johnson  and  Flach,  1985;  Nagelberg  et  al., 
1984)  that  binge/purgers  see  themselves  as  having  little  worth  or 
power  in  their  families.  The  SODI  questions  were  designed  to  tap 
areas   of   conflict   for   bulimcs   (personal   effectiveness, 
assertiveness,  conflict  negotiation,  concern  about  food  and  weight) . 
It  is  interesting  that  purgers  rated  their  brothers  so  much  more 
positively  than  they  rated  themselves  in  these  areas.  It  may  be 
that  purging  bulimics  idealize  their  brothers,  v*io  they  mi^t  see  as 
having  more  permission  from  the  family  to  act  and  speak  as  they 
like.  Johnson  and  Flach  (1985)  found  bulimics  felt  their  families 
expected  them  to  achieve  but  did  not  encourage  them  to  attain 
independence,  self-reliance,  and  assertiveness  -  all  characteristics 
one  would  traditionally  expect  to  find  in  male  members  of  families. 
Perhaps  in  these  families  all  inembers  are  expected  to  achieve,  but 
viiile  the  sons  are  encouraged  to  develop  and  practice  the  skills 
needed  to  cortpete  and  achieve,  their  female  siblings  are  left  to 
cortpete  in  the  more  traditionally  feminine  areas  of  food  and  weight 
control.  Three  areas  of  further  exploration  are  suggested:  a)  the 
differences  in  the  ways  purging  bulimic,  nonpurging  bulimic,  binge 
eaters,  and  normal  eater  groi;ps  differentiate  themselves  from 
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parents  of  both  sexes,  boyfriends,  and  best  girlfriends;  b)  the 
effect  of  inclxjding  on  the  SODI  more  items  related  to  assertive, 
independence-seeking  behavior  within  the  family  (i.e.  "speaks 
her/his  mind  with  members  of  the  family") ;  and  c)  the  relation  of 
scores  on  the  SODI  to  scores  on  other  measiares  of  family  interac- 
tions and  relationships. 

The  iirplications  of  the  present  study  for  the  prevention  and 
treatment  of  eating  disorders  lie  in  the  study's  relation  to  the 
results  of  other  studies.  Assuming  that  in  coitparison  to  groi^js 
stiodied  by  Pyle  et  al.  (1983)  and  other  authors,  the  bulimic 
syndrome  group  in  this  study  represents  a  less  severe  stage  of 
bulimia,  but  that  they  have  more  problems  than  the  binge  eaters  or 
normals,  a  continuum  of  severity  of  binging  and  bulimic  behavior 
among  women  is  proposed  (see  Table  5-2) .  The  continuum  does  not 
represent  cause-and-effect  in  the  eating  disordered  behavior,  but  it 
does  identify  problems  v*iose  increasing  severity  tends  to  be 
associated  with  the  worsening  of  disordered  eating.  Some  of  the 
prctolems,  low  self-esteem  and  negative  body  image,  in  particular, 
have  been  identified  in  other  research  as  precursors  to  dieting  and 
binging  (Johnson  et  al.,  1984;  Pyle  et  al.,  1981).  Bulimia  is  a 
syndrome  with  a  itiyriad  of  predisposing  factors  but  it  is  becoming 
clear  that  there  are  problems  common  to  different  stages  of  the 
illness. 

The  first  iirplication  for  treatment  and  prevention  is  the 
iirportance  of  early  detection,  especially  the  detection  of  regular 
dieting  or  fasting  and  binging.  An  individual  with  a  history  of 
binging,  v*io  has  "failed"  in  her  attenpts  to  coirpensate  for  binging. 
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TABLE  5-2 
CONTINUUM  OF  SEVERITY  OF  BINGING  AND  BULIMIC  SYMPTCMS 


DSM-III  Bulimia 


Regular  Bingers 


Normal   Occas  Occas-    Regular  Regular  Occas-      Regular  Daily 
Eater   ional    ional   Binge   Binge  ional    Binge-  Binge- 
Dieter   Binge   Eater   Faster  Binge-   Purger  Purger 
Eater    Chronic  Purger 
Dieter 


Increased  guilt    

and  depression  about  binging 


Increased 


self-esteem  deficits  and  feelings  of  ineffectiveness 


Increased  problems  

in  iirpilse  control  (over  food,  alcohol,  drug  use,  etc.) 


Increased 
negative  hody  image 

Increased 


preoccupation  with  wei^t  and  dieting 


Increased 


confusion  of  emotional  arousal  and  hionger/satiety  cues 


Increased        

physical  ooirplaints 

Increased        

interpersonal  difficulties 


i 
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and  viio  has  begun  to  feel  more  desperate  to  cxjntrol  herself  may 
begin  the  ocxiasional  lase  of  laxatives  and/or  vomiting  to  lose  wei^t 
and  relieve  her  guilt  about  binging.   As  the  purge  magically 
"undoes"  the  binge,  she  may  feel  freer  to  binge  more  frequently  but 
she  must  also  purge  more  frequently.  The  purge,  as  Johnson  and 
Larson  (1982)  point  out,  eventually  replaces  the  binge  as  a  rein- 
forcing release  of  tension.  The  woman  may  now  engage  in  the 
binge/purge  cycle  primarily  to  release  the  tension  of  hunger  and  the 
pressure  of  unexpressed  emotion.  She  may  begin  to  feel  trapped,  out 
of  control  and  helpless  to  stop  herself  from  eating  and  purging. 
The  binging  and  purging  cycle  becomes  her  most  powerful  coping  skill 
and  her  biggest  life  problem.  Intervention  in  the  early  stages  of 
her  binging  and  fasting/dieting,  by  helping  her  to  eat  normally,  to 
express  her  emotions  without  food,  and  to  develop  a  more  realistic 
body  image,  mi^t  have  kept  her  from  entering  into  chronic  bulimia. 

The  second  iitplication  for  treatment  and  prevention  is  the 
promotion  of  healthy  wei^t  control  methods  with  girls  and  young 
women.  Chronic  restrictive  eating  habits  lead  to  hunger,  preoccu- 
pation with  food,  feelings  of  deprivation,  and  loss  of  sensitivity 
to  hunger  and  satiety  cues.  Women  must  be  taught  at  an  early  age 
the  healthy  methods  of  lifelong  wei^t  management  to  prevent 
disordered  eating  habits  viiich  can  eventually  lead  to  serious  health 
problems.  Myths  about  fattening  ("bad")  foods  and  healthy  ("good") 
foods,  about  crash  dieting,  and  about  wei^t  loss  need  to  be  ejqxssed 
and  replaced  with  sound  scientific  information. 

A  third  iitplication  for  treatment  and  prevention  is  the  diffi- 
cult task  of  creating  hii^  self-esteem  and  a  positive  body  image  in 
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women  so  th^  do  not  a)  adopt  imrealistic  body  image  standards;  b) 
try  to  get  a  sense  of  control  in  their  lives  by  depriving  themselves 
in  restrictive  diets;  c)  feel  guilty  and  \jnloveable  if  they  are 
overwei^t;  or  d)  turn  to  food  to  comfort  themselves,  to  si^jpress 
"unacceptable"  feelings,  or  to  rebel  against  restrictive  and  unreal- 
istic dieting  and  wei^t  standards.  At  young  ages  girls  should  be 
encouraged  through  both  didactic  and  experimental  means  to  develcp 
and  maintain  a  healthy  bocty  image.  Girls  and  women  need  to  know 
that  the  iitages  of  womens'  bodies  portrayed  by  the  media  are  not 
representative  of  the  range  of  body  types  for  women.   Healthy 
self-esteem  can  be  developed  by  teaching  women  of  all  ages  to 
respect  and  esqjress  the  full  range  of  their  feelings.  Assertiveness 
training  and  other  interpersonal  skill-building  can  enpower  women  to 
meet  their  needs  in  ways  other  than  through  controlling  their  wei^t 
and  their  food  intake. 

A  last  but  very  important  implication  is  the  need  for  a 
cultural  change.  The  presence  of  so  many  weight-preocci^jied, 
thinness-obsessed,  restrictively  dieting  women  in  college  and  hi^ 
school  populations  can  only  be  the  fault  of  cultural  pressures.  The 
fact  that  the  dieting  and  weight-loss  industry  makes  10  billion 
dollars  a  year,  has  a  95  percent  treatment  failure  rate,  and  caters 
mainly  to  women  (Qiemin,  1981),  indicates  that  the  culture's 
standards  for  and  obsession  with  female  physical  attractiveness  are 
encouraging  women  to  try  and  fit  themselves  into  those  standards 
through  methods  that  are  at  best  useless.  Prevention  and  treatment 
programs  should  encourage  women  to  think  about  and  question  the 
cultural  pressures  that  have  contributed  to  their  negative  body 
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images.  Rather  than  encouraging  women  to  continue  to  internalize 
unrealistic  standards,  such  programs  should  teach  them  to  recognize 
the  physically  and  emotionally  harmful  consequences  of  trying  to 
live  up  to  those  standards.  It  is  tinlikely  that  the  current  in- 
crease in  disordered  eating  among  women  will  diminish  until  women 
are  encouraged  to  refuse  to  bow  to  cultural  pressures  to  be  thin. 


APPENDIX  A 
WEIGHT  MANAGEMENT  QUESTIONNAIRE 


INTRDDQCTORY  LETTER 


Dear  UCSB  Student: 

The  Student  Health  Service,  in  cooperation  with  the  Counseling 
Center  and  the  Chancellor's  Office,  is  conducting  a  survey  of  the 
eating,  exercise,  and  wei^t  control  habits  of  undergraduate  women 
at  UCSB.  You  have  been  selected  from  among  all  UCSB  women  students 
to  participate  in  this  survey.  Because  this  is  a  sairple,  you  are  in 
effect  representing  the  needs,  opinions,  and  behavior  of  mary  stu- 
dents in  addition  to  yourself;  your  participation,  vMle  coirpletely 
voluntary,  is  both  inportant  and  appreciated. 

This  project  has  two  purposes.  The  first  is  to  determine  the  degree 
of  interest  students  may  have  in  canpus  programs  v*iich  address 
issues  of  eating,  exercise  and  weight  control.  The  second  purpose 
is  to  assess  the  extent  to  vdiich  women  either  have  in  the  past  or 
are  currently  ejperiencing  prc±>lems  in  these  areas.  Research  on 
other  canpuses  suggests  that  vp  to  30  percent  of  college-age  women 
have  significant  difficulty  with  some  aspect  of  their  eating, 
exercise,  or  wei^t  control  behaviors.  Information  gained  from  this 
survey  will  be  vised  for  to  plan  workshops,  lectures,  films,  and 
support  groups  on  such  topics  as  nutrition,  eating  habits,  body 
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image,  etc.  Ihe  UCSB  Student  Health  Service  and  the  Coimseling 
Center  are  jointly  sponsoring  an  Eating  Disorder  Education  Program 
for  those  students  having  difficulty  managing  any  eating-related 
behavior. 

Please  be  assured  that  your  individual  responses  to  this  survey  are 
maintained  in  strict  confidence  and  at  no  time  do  they  became  a  part 
of  any  student  record.  Answer  the  questions  as  conpletely  and 
honestly  as  you  can,  and  return  the  questionnaire  as  soon  as  possi- 
ble in  the  enclosed,  staitped  envelope  provided.  If  you  prefer  not 
to  be  contacted  as  part  of  any  later  follow-vp  survey,  check  the  box 
at  the  bottom  of  this  page. 

Thank  you  for  your  cooperation  and  assistance  with  this  project.  If 
you  have  any  questions,  want  to  discuss  problems  related  to  eating 
or  wei^t  management,  or  would  like  to  request  a  suiranary  of  the 
results  of  the  survey,  feel  free  to  call  Louise  Ousley,  Coordinator 
of  the  Eating  Disorder  Education  Program,  at  961-4046. 


I  do  not  wish  to  participate  in  any  future  follow-i:^  study. 
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WEIGHT  MANAGEMENT,   EATING,   AND 
EXERCISE  HABITS  giESTIONNAIRE 


(A) 

WEIGHT  HISTORY 

5-7 

Present  hei^t 

feet 

inches 

8-10 

Present  weight 

lbs 

11-13 

Ycfur  ideal  wei^t 

lbs 

14-16 

Your  hi^est  \jeigtit  since  age  14 

lbs 

17-19 

Your  lowest  weight  since  age  14 

lbs 

20 

Have  vou  ever  had  a  weiaht  oroble 

m?     (1)     \ 

^es    (7\      no 

/ 


IF  YES: 

TYPE  PROBLEM         ever  had     age  it   still  have 

this  prxjblem?   began  this  problem? 
(l)yes  (2)no   (years)   (l)yes  (2)no 

21-24  anorexia  nervosa 

(deliberately  lost  20% 
or  more  of  your  normal 
healthy  body  veic^t. ) 


25-28  unhealthy  underweight 

(deliberately  lost  to  the 
point  of  being  too  thin, 
but  not  to  the  point  of 
anorexia) 


29-32  ijnderweight 

(wanted  to  gain  wei^t 
but  couldn't) 


33-36  overwei^t 

(wei(^t  was  at  least  10% 
hi^er  than  a  normal 
comfortable  weight) 


37-40  obese 

(weight  was  hi^  enough 
to  be  a  health  risk  and 
significantly  interfere 
with  your  life) 
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(B)  WEIGHT  CONTRDL 

How  often,  on  the  average,  have  you  lased  any  of  the  following 
methods  to  reduce  and/or  control  your  weight  in  the  last  two 
months?  Check  the  column  that  applies. 

more  than        at  least  at  least 
once  once     once    not 

daily    daily    a  week    a  month  at  all 

EXERCISE 

41  jogging 

42  swimming         ZHZ^ 

43  walking 

44  aerc±»ic  dance  " 

45  tennis 

46  other 


DIETING 

47  eat  low-caloric 
food 

48  eat  accorxiing  to  a 
special  diet  (i.e. 
Cambridge,  Beverly 
Hills,  etc.) 

49  fasting  (go  without 
food  24  hours  or 
more) 

50  skip  meals 

51  count  calories 

52  step  eating  sweets 

53  stop  eating  meat 

54  other  

OTHER  METHODS 

55  use  laxatives 

56  take  water  pills 
(diuretics) 

57  tate  appetite 
control  pills 
(i.e.  Dexatrim, 

Vivarin,  etc.) 

58  make  myself  vomit 
after  eating 

59  chew  food  but  spit 
it  out 

60  other 
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(C)  INFORMATION,  EDUCATION,  SELF-HELP 

In  the  past  year,  vAiich  of  the  following  sources  have  you 
used  to  get  information,  ec3ucation,  and/or  help  on  the 
topics  of  nutrition,  exercise,  and  wei^t  management? 
Please  check  all  that  apply. 

SCXJRCES:  nutrition    exercise    weight  management 

61-63  magazine  articles  

64-66  self-help  books  Z^ 

67-79  classes 

70-72  workshops/lectures 

73-75  support  groups  ZZ^^^ 

76-78  registered  dietician  !^ 

5-7  physician  ~ 

8-10  therapist/counselor 

(D)  BINGE  EATING 

Do  you  have  a  problem  with  binge  eating  (eating  a  large  amount  of 
food  rapidly  in  a  short  period  of  time?)  (l)   yes  (2) no 

If  you  marked  NO,  please  stop  and  return  the  questionnaire  in  the 

envelope  provided. 

If  you  marked  YES,  please  answer  the  following  questions: 

Please  describe  your  binges  by  checking  either  "always",  "frequently", 
"occasionally",  "rarely",  or  "never"  for  each  of  the  following 
statements. 

always  freq.  occas.  rarely   never 


12  I  eat  1,000  calories  or 
more  per  binge. 

13  I  eat  quickly  vAien  I 
binge. 

14  I  prefer  to  binge  in 
private 

15  I  feel  I  can't  stop  eating" 
v*ien  I  binge. 


16  I  prefer  to  binge  on  sweet 
food  or  food  that's  easy 
to  digest. 

17  I  binge  vintil  I  nan  out  of" 
food. 

18  I  stop  binging  by  going  to 
sleep. 

19  I  step  binging  viien  other 
people  intempt  me. 

20  I  stop  binging  vdien  ray 
stomach  hurts  too  much 
to  continue. 

21  I  binge  eat  until  I 
vomit. 

22  I  feel  badly  about  myself 
after  I  binge. 


23-24    How  many  binges  have  you  had  in  the  last  month?  binges 

25      Have  you  gained  and  lost  10  pounds  or  more  in  the  last  two 

months  due  to  binging,  dieting,  or  fasting?  (l)    yes  (2)  no 


APPENDIX  B 
SELF-CfTHER  DIFFERENTIAnON  INSTRUMENT 


Instructions: 


This  is  a  questionnaire  to  determine  how  you  cxDnceptualize  and 
describe  yourself  and  others.  On  the  top  of  each  of  the  following 
pages  is  the  name  of  a  person — for  exairple  "yourself"  or  "your 
brother".  Below  that  name  are  ten  scales.  For  each  person  please 
circle  a  number  from  1-6  to  indicate  v*iat  phrase  best  describes  that 
person.  A  "6"  indicates  "very  much",  vAiile  a  "1"  indicates  "very 
little".  A  "0"  indicates  that  neither  phrase  on  the  scale  applies 
at  all  to  that  person. 

For  exairple,  if  you  were  describing  yoiorself  on  the  scale  below,  you 
would  first  have  to  decide  vAiich  side  of  the  scale  best  describes 
you.  Then  you  would  choose  and  circle  a  number  from  1-6  that 
represents  the  degree  to  vMch  that  description  applies.  If  you 
think  that  "uses  tiine  efficiently"  describes  you  "very  well"  you 
would  circle  a  "6"  as  in  the  exairple. 

Uses  time  efficiently    6543210123456       Wastes  time  or 

procrastinates 

Note:  Each  person  should  be  rated  only  once  on  each  scale. 
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5-6      Fii>ds  it  easy  to 
change  self 

7-8      Is  cx3mfortable  with 
confrontations 

9-10    Rejects  his/her 
sexual  feelings 

11-12  Ejqsresses  feelings 
to  others 

13-14  Makes  efforts  to 

please  others  first 

15-16  Feels  physically 
attractive  most 
of  the  time 

17-18  Seeks  perfection 

19-20  Shows  natural 

concern  for  wei^t 
and  appearance 

21-22  Is  overly  anxious 

and  concerned  about 
diet 

23-24  Is  driven  and 

coirpulsive  about 
exercising 


YOURSELF 
6543210123456 

6543210123456 

6543210123456 

6543210123456 

6543210123456 

6543210123456 

6543210123456 
6543210123456 

6543210123456 

6543210123456 


Finds  it  difficult  to 
change  self 

Is  comfortable  with 
confrontations 

Accepts  his/her 
sexual  feelings 

Does  not  express 
feelings  to  others 

Makes  effort  to 
please  self  first 

Feels  physically 
iinattractive  most 
of  the  time 

Doesn't  seek  perfection 

Is  overly  anxious 
and  concerned  about 
weight  and  appearance 

Shows  natural  concern 
for  diet 


Has  healthy  concern 
for  exercise 
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PARENT 
(If  parents  are 

25-26  Finds  it  easy  to 
change  self 

27-28  Is  comfortable  with 
confrontations 

29-30  Rejects  his/her 
sexual  feelings 

31-32  E>q)resses  feelings 
to  others 

33-34  Makes  efforts  to 

please  others  first 

35-36  Feels  physically 
attractive  most 
of  the  time 

37-38  Seeks  perfection 

39-40  Shows  naturcil 

concern  for  wei^t 
and  appearance 

41-42  Is  overly  anxious 

and  concerned  about 
diet 

43-44  Is  driven  and 

conpulsive  about 
exercising 


To  Whom  You  Feel  Closest 
deceased,  closest  adult  relative) 


6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 

6543210123456 
6543210123456 

6543210123456 

6543210123456 


Finds  it  difficult  to 
change  self 

Is  comfortable  with 
confrontations 

Accepts  his/her 
sexual  feelings 

Does  not  express 
feelings  to  others 

Makes  effort  to 
please  self  first 

Feels  physically 
imattractive  most 
of  the  tijne 

Doesn't  seek  perfection 

Is  overly  anxious 
and  concerned  about 
wei^t  and  appearance 

Shows  natural  concern 
for  diet 


Has  healthy  concern 
for  exercise 


ft 
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SISTER  To  Whcm  You  Feel  Closest 
(If  no  sister,  closest  female  friend) 


45-46  Finds  it  easy  to 
change  self 

47-48  Is  comfortable  with 
confrontations 

49-50  Rejects  his/her 
sexual  feelings 

51-52  Expresses  feelings 
to  others 

53-54  Makes  efforts  to 

please  others  first 

55-56  Feels  physically 
attractive  most 
of  the  time 

57-58  Seeks  perfection 

59-60  Shows  natural 

concern  for  wei<^t 
and  appearance 

61-62  Is  overly  anxious 
and  concerned  about 
diet 

63-64  Is  driven  and 

corrpulsive  about 
exercising 


6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 

6543210123456 
6543210123456 

6543210123456 

6543210123456 


Finds  it  difficult  to 
change  self 

Is  comfortable  with 
confrontations 

Accepts  his/her 
sexual  feelings 

Does  not  express 
feelings  to  others 

Makes  effort  to 
please  self  first 

Feels  physically 
inattractive  most 
of  the  tiitie 

Doesn't  seek  perfection 

Is  overly  anxious 
and  concerned  about 
weight  and  appearance 

Shows  natural  concern 
for  diet 


Has  healthy  concern 
for  exercise 
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BROIHER  To  Whcjii  You  Feel  Closest 
(If  no  brother,  closest  male  friend) 


65-66  Finds  it  easy  to 
change  self 

67-68  Is  comfortable  with 
confrontations 

69-70  Rejects  his/her 
sexual  feelings 

71-72  Expresses  feelings 
to  others 

73-74  Makes  efforts  to 

please  others  first 

75-76  Feels  physically 
attractive  most 
of  the  time 

77-78  Seeks  perfection 

79-80  Shows  natural 

concern  for  wei^t 
and  appearance 

81-82  Is  overly  anxious 
and  concerned  about 
diet 

83-84  Is  driven  and 

corrpulsive  about 
exercising 


6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 
6543210123456 

6543210123456 
6543210123456 

6543210123456 

6543210123456 


Finds  it  difficult  to 
change  self 

Is  ccmfortable  with 
confrontations 

Accepts  his/her 
sexual  feelings 

Does  not  express 
feelings  to  others 

Makes  effort  to 
please  self  first 

Feels  physically 
unattractive  most 
of  the  time 

Doesn't  seek  perfection 

Is  overly  anxious 
and  concerned  about 
wei^t  and  appearance 

Shows  natural  concern 
for  diet 


Has  healthy  concern 
for  exercise 


APPENDIX  C 
FAMILY  HISTORY  QUESTIONlsIAIRE 

The  following  questions  are  of  a  highly  personal  nature.  Please  be 
assured  that  this  information  will  remain  absolutely  confidential, 
and  will  be  used  for  statistical  purposes  only.  Your  name  will 
never  be  associated  with  your  responses. 

(1)  Current  marital  status  of  your  natural  (or  adopted  parents 
(check  one) : 

Married   Separated   Divorced 

Widowed    Other 

langth  of  time  in  years  parents  have  maintained  above  marital 
status?  (years) 

Has  there  ever  been  a  stepparent  living  with  you?  (check  one) : 

stepmother  stepfather      no  stepparent 

length  of  time  in  years  that  stepparent  lived  with  you? 

(years) 

Please  list  ages  of  all  your  brothers  and  sisters  and  yourself: 

brother(s)  / / / / / / 

sister(s)   / / / / / / 

self      

(2)  Has  any  member  of  your  family  ever  had  a  wei^t  problem? 

yes  no  (If  no,  go  to  #3) 

still 
IF  YES:         Family  member (s)  have  it? 

with  problem         #  years   (circle 

Type  problem     (e.g.,  mother,  brother) one) 

Anorexia  nervosa     1.  yes  no 

(deliberately  lost 

20%  or  more  of  normal 

body  weight)        2.  yes  no 


Obsessed  with  food   1.  yes  no 

and  or  wei^t, 

ciironically  worried 

with  either  2.  yes    no 

Corrpulsive  overeater    \.  ~  -i 

(eats  under  stress; 
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137 


out  of  control  of 

eating  habits       2.  yes  no 


Overwei^t  (wei^t    1.  yes  no 

is  10%  hi^er  than 

normal  comfortable 

wei^t)  2.  yes  no 


Obese  (wei^t  high    1.  yes  no 

enough  to  be  health 

risk  and  interfere 

with  life)  2.  yes  no 

3.  Has  anyone  in  your  family  (including  grandparents)  ever  had  a 
problem  with  alcohol  and/or  legal  or  illegal  drugs  (problems  such 
as:  excessive  consunption:  the  lase  of  substances  to  deal  with 
life  stress;  addiction)? 


yes 

no 

(If 

no,  go 

to 

#4) 

IF  YES: 
Type  problem 

Family  member  (s) 
with  problem 
(e.g.  mother,  brother) 

# 
with 

still 
have  it? 
years    (circle 
problems   one) 

Alcohol 

1. 
2. 

yes 
yes 

no 
no 

Legal/Illegal  drugs 

1. 
2. 

yes 
yes 

no 
no 

4.  To  your  knowledge  is  there  any  history  of  physical  or  sexual 
abuse  in  your  family? 


yes    no 


IF  YES: 

Please  check  the  type  of  abuse  and  circle  whether  it  still 

occurs: 

still  occurs? 
Sexual  abuse  of  child  (ren)  by  parent  (s)       yes    no 


Sexual  abuse  of  child (ren)  by  adult  relative (s) 

other  than  parent  yes    no 

Sexual  abuse  of  child (ren)  by  adult  friends 

of  the  family  yes    no 
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Sexual  abuse  of  child  (ren)  by  brother (s) 
or  sister (s) 

Physical  abuse  of  child  (ren)  by  parent  (s) 

Ehysical  abuse  of  one  parent  or  another 

Physical  abuse  of  parent  (s)  by  child  (ren) 

Physical  abuse  of  child (ren)  by  brother (s) 

or  sister (s)  yes    no 


yes 

no 

yes 

no 

yes 

no 

yes 

no 

M 


APPENDIX  D 
CONVERSION  TABLE  OF  RAW  SC30RES  TO 
PERCENTILE  SODRES  FOR  THE 
OONTE  BORDERLINE  SYNDROffi  INDEX 


^^ 


Raw  Scxpres Percentiles 

Borderlines  Normals 

0 

1 

2 

3 

4 

5 

6 

7 

8 

9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50+ 
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0 

0 

0 

20 

0 

34 

0 

44 

1 

54 

1 

60 

1 

67 

2 

72 

2 

77 

3 

81 

3 

83 

4 

87 

4 

89 

5 

91 

7 

93 

8 

94 

10 

95 

14 

96 

15 

97 

18 

97 

23 

98 

28 

98 

33 

99 

38 

99 

45 

99 

51 

100 

58 

62 

67 

71 

75 

80 

82 

85 

87 

88 

90 

92 

93 

94 

95 

96 

97 

98 

98 

98 

98 

99 

99 

99 

100 
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